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INJURIEs to the upper extremity by and 
large are no different than those occurring in 
the same extremity in everyday life ; however, there 
are some injuries which are more apt to occur dur- 
ing participation in sports than in everyday activity. 


Injuries of the Hand 

The most common injuries to the fingers of ath- 
letes are fractures of the bones. The ligaments, ten- 
dons, muscles, etc., are also injured but in my per- 
sonal experience fractures have occurred most 
commonly. What makes fractures of the fingers so 
important and sometimes so difficult to treat is the 
complex anatomical mechanism which makes up the 
finger. Without going into details, in addition to the 
ligaments and capsule of the interphalangeal joints, 
there is the long extensor digitorum communis ten- 
don on the back of the finger, the flexor digitorum 
profundus and sublimis tendons on the anterior 
aspect of the finger and then, of course, the neuro- 
vascular bundles on the front of each finger. The 
musculature along the side consists of the lumbri- 
cales and the interossei. 

Some of the more common injuries affecting the 
hand are as follows: 

“Buttonhole” Deformity: This deformity is con- 
sidered to represent the rupture of the central slip 
of the extensor tendon at the level of the proximal 
interphalangeal joint. This injury happens fre- 
quently during football contact. Treatment of this 
deformity is surgical repair with a removable wire 
suture. The sooner the operation is done after the 
injury, the better the prognosis. 

Mallet Finger: This is due to avulsion of the 
insertion of the extensor tendon from the base of the 
terminal phalanx. The avulsion may take place with 
*Read at a Symposium on the Prevention and Treatment 

of Athletic Injuries, at the University of Rhode Island, 
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or without an attached fragment of bone. The cause 
of this injury is a blow at the tip of the finger, forc- 
ing it into acute flexion at a time when the tendon 
is contracting. Treatment by fixation in plaster with 
the distal interphalangeal joint in hyperextension 
and the proximal interphalangeal joint in flexion 
usually gives a good result. Other methods such as 
open operation, wire fixation and pin fixation have 
also been used. 


Fractures of Distal Phalanges: To return to the 
actual fractures of the fingers. Fractures of the 
distal phalanges seldom prove troublesome and un- 
less there is gross displacement, merely splinting 
the finger suffices. If a very painful subungual 
hematoma exists, it should be evacuated by trephin- 
ing a hole through the base of the nail which is done 
with the red hot end of a paper clip heated with a 
cigarette lighter, alcohol lamp or even matches. 
Evacuation always gives immediate relief from the 
intense pain caused by pressure of the hematoma. 


Fractures of the Middle and Proximal Phalanges: 
Fractures in these phalanges very often prove much 
more troublesome as far as treatment is concerned 
than do those affecting the distal phalanges. Because 
of the pull of the tendons, overriding of the fracture 
is apt to take place. If no overriding or minimal 
overriding has taken place, mere splinting of the 
fracture with the interphalangeal joints flexed to 
10-15 degrees should suffice ; however, if overriding 
and shortening of the fingers has taken place, it 
becomes mandatory to try to reduce the fracture. 
Merely pulling on it and an attempt to hold it with 
plaster or any other form of immobilization often 
does not hold the reduction; consequently, my 
preference is to use skeletal thin Kirschner wire 
traction. The wire is introduced through the pha- 
lanx from side to side depending on the site of the 
fracture and then applying traction with a rubber 
band which extends from the Kirschner wire to a 
coat hanger wire which has been incorporated in a 
plaster cast. After three weeks of this form of trac- 
tion, enough healing has usually taken place at the 
fracture site to allow the traction to be discontinued 


and motion started. Because of the small amount of 
continued on next page 
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soft tissue present in the fingers, fractures of the 
fingers can produce considerable permanent limita- 
tion of motion unless motion is started actively at 
an early stage. 

Metacarpal Fractures: Fractures of the meta- 
carpals as a rule do not prove to be troublesome 
because of the fact that nature itself has provided 
an aid in the splinting of these fractures. By this is 
meant the presence of other uninjured metacarpals 
which help to maintain the reduction after it has 
been accomplished. Fractures of the shaft of the 
metacarpals and fractures at their base often require 
very little treatment except splinting by the use of 
spools, gauze bandage rolls, plaster casts, etc. I will 
admit, however, that if considerable overriding has 
taken place, it may occasionally become necessary 
to do an open reduction. If an open reduction be- 
comes necessary, then intramedullary wire fixation 
has given me the most desirable results because 
early function of the hand can be started. The wire 
is pulled out three to five weeks after it has been 
inserted. 

Fractures at the neck of the metacarpal can prove 
to be rather troublesome insofar as reduction is 
concerned, and if not reduced, this type of a frac- 
ture may produce limitation of motion at the meta- 
carpophalangeal joint and it may result ina deform- 
ity of the hand in that you are unable to see the 
knuckle of the affected metacarpal. This type of 
fracture most commonly occurs at the neck of the 
fourth and fifth metacarpals with the metacarpal 
head being rotated anteriorly. These fractures can, 
in most cases, be handled very simply by merely 
forcing the proximal phalanx of the finger into 
acute flexion and pushing up dorsally on the finger 
to derotate the rotated metacarpal head. Maintain- 
ing the hand splinted in this position for three weeks 
will take care of the situation very nicely. 


Injuries of the Wrist 
Fractures 

A. Carpal Scaphoid: The most common fracture 
which occurs in the carpal bones of the wrist takes 
place in the scaphoid bone or navicular if you choose 
so to call it. I would like to say at this point that 
most of the fractures of the scaphoid that I have 
seen in athletes at the University of Rhode Island 
occurred prior to their coming to Kingston. I see a 
minimum of seven to eight fresh carpal scaphoid 
fractures every year — most of which occur in high 
school boys or in boys playing sandlot sports. This 
fracture is generally due to a fall on the outstretched 
hand producing a hyperextension at the wrist. The 
type of injury which is sustained by means of a fall 
on the outstretched hand and wrist is dependent 
upon the age group of the individual. A youngster 
of 8-12 years of age will sustain an avulsion of the 
distal radial epiphysis with or without a fracture. 
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A person of 14 to about 30 will usually sustain a 
fracture of the scaphoid whereas, the older person 
will sustain a Colles fracture. 

An extremely interesting and important point to 
make about carpal-scaphoid fractures is that they 
are probably missed more often than any other frac- 
ture. The patient will often present himself com- 
plaining of pain in the wrist. On examination he 
may have some pain on palpation in the anatomical 
snuff box and Goodwin’s sign is positive. X rays 
taken at the time of the fracture may be entirely 
negative, with the result that one may be led into 
false security and treat the fracture as a sprain. 
However, these same wrists, if X rayed 10-14 days 
later, will show a definite line through the scaphoid 
due to absorption of bone at the fracture site. Un- 
displaced fractures of the carpal scaphoid are 
treated merely by lengthy immobilization. Plaster 
cast fixation for a minimum of about 15 weeks 
usually suffices. The wrist is put up in a cock-up 
position and the plaster cast extends from the distal 
palmar fold to the junction of the middle and upper 
third of the forearm. The thumb may or may not be 
included in the cast. I do not believe that immo- 
bilization of the thumb will play any part in the 
healing of the fracture. A good rule to follow is that 
you must treat all so-called sprains of the wrist as 
fractured scaphoids until you prove otherwise. 

No matter how well or how long you treat these 
fractures, you will get a certain number of non- 
unions. 

Now, as to the treatment of an established non- 
union of a fracture of the carpal scaphoid, opinion 
varies as to the ideal method. Personally, if both 
segments of the fracture are of about the same size 
and no aseptic necrosis exists, I do a bone graft and 
at the same time remove the radial styloid process. 
I have been quite satisfied with this form of treat- 
ment and until somebody proves to me that his 
method gives a better result in a shorter period of 
time, I will continue to use this form of treatment. 
If one of the fragments is quite small but both frag- 
ments are viable or there is an aseptic necrosis of 
one of the segments of the fracture, then removal 
of the smaller viable fragment or removal of the 
aseptic fragment together with styloidectomy of the 
radius is the treatment which I have followed in 
recent years. 


Lunate Bone: The next most commonly frac- 
tured carpal bone is the lunate, but this occurs not 
nearly as often as does the fracture of the scaphoid. 
In addition to the fracture this bone also not un- 
commonly becomes dislocated anteriorly. Treat- 
ment for the dislocation consists in reduction of the 
bone under general anesthesia and plaster cast im- 
mobilization. If a simple fracture exists, plaster cast 
immobilization should suffice. A minimum of ap- 
proximately ten weeks’ immobilization is necessary. 
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Fractures of the remaining carpal bones occur so 
infrequently that it is not worthwhile spending any 
time on them at present. 


Injuries of the Forearm 

Fractures of the Forearm: Fractures of the bones 
of the forearm are difficult to treat particularly 
when overriding exists. If the position is good, 
simple immobilization in a plaster cast with the cast 
extending beyond the wrist and above the elbow 
suffices. However, if overriding of the fracture 
takes place, it becomes very difficult to reduce it. 
If only one of the bones is fractured, you have 
difficulty in reducing the fracture because the in- 
tact bone prevents you from getting the necessary 
pull or leverage or both to reduce it. Because of this, 
a large number of fractures of the bones of the fore- 
arm require open reduction. I personally like intra- 
medullary fixation and at the same time I do a bone 
graft by either placing autogenous bone or bone 
bank bone at the fracture site. If bone grafting is 
done at the time of the open reduction, you will find 
that healing is more rapid and the number of failures 
is reduced. Long-term immobilization of the frac- 
ture is not necessary when intramedullary fixation 
is used. 

Fractures of both bones of the forearm of young- 
sters whose distal radial and ulnar epiphyses are 
not closed do not pose the problem that is presented 
once the epiphyses have become closed. In other 
words, even if the fractured segments are not in 
ideal apposition, you will generally get satisfactory 
healing if the epiphyses are still open. 

Soft Tissue Injuries of the Forearm: Contusions 
of the forearm are common in football players. 
These are treated with cold applications in the early 
stages and heat after the first 24-48 hours. 

Abrasions of the forearm are treated by cleaning, 
application of antiseptics and dressings as neces- 
sary. A strain of the pronator radii teres which 
occurs in a good many baseball pitchers is the result, 
I am told, of throwing the so-called screwball and 
will respond to rest which consists in essentially 
non-throwing together with the application of heat. 
If the pitcher continues to be plagued by this type of 
trouble, it becomes mandatory for him to change his 
type of delivery if he is to remain active as a pitcher. 


Injuries of the Elbow 

Olecranon Bursitis: Olecranon bursitis is usually 
traumatic, being due to either blows or falls on the 
tip of the elbow. This is treated by aspiration and 
local injections of hyaluronidase or hydrocortisone 
or both and the application of pressure with ace 
bandages. I have never had to excise a traumatic 
olecranon bursa in an athlete. 

Tennis Elbow: This is a commonly used term 
which may mean a medial or lateral epicondylitis as 
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well as a radiohumeral bursitis. If the condition is 
due to an actual epicondylitis, there is usually a 
fraying of the origin of the extensor mechanism at 
the lateral epicondyle or a fraying of the flexors at 
the internal epicondyle. These patients will com- 
plain of pain either on the medial or on the lateral 
side of the elbow as the case may be. If the thumb 
is placed over the radial head and the forearm is 
rotated, the patient will generally complain of se- 
vere pain underneath the examining thumb over the 
radial head. Many forms of treatment have been 
used in these cases and have consisted of rest, heat 
and local injections with procaine, xylocaine, hyalu- 
ronidase and hydrocortisone or any combination of 
these medications. A high percentage of these cases 
are improved by the injections. The stubborn cases 
may need surgery which may consist of cutting the 
offending attachment and closing the wound. This 
type of operation is not always successful. Other 
types of operations which have been done on these 
cases consist of cutting the orbicular ligament 
around the head of the radius which is thought by 
some to be causing bursitis or actually causing a 
pinching of synovial tissue. In the real stubborn 
cases, Emanuel Kaplan in New York has been cut- 
ting the sensory branches of the radial nerve with 
encouraging results. I myself have done one such 
case with a very, very gratifying result. 

Contusions of the Elbow: Blows or forced hyper- 
motion of the elbow may cause synovial or liga- 
mentous injuries with resulting bleeding in the 
elbow joint or the formation of excessive synovial 
fluid. These are best treated by aspiration of the 
excessive fluid and the introduction of hydrocorti- 
sone or hyaluronidase into the joint or the introduc- 
tion of a combination of both. This should be fol- 
lowed by compression for a period of 24-48 hours 
with an ace bandage. 

Fractures of the Radial Head: This is probably 
the most common fracture which occurs in an ath- 
lete’s elbow. I like to classify fractures of the head 
of the radius into essentially four types: 

Type 1— This is the fracture which occurs 
through the neck without injuring the head and 
generally causes the entire neck and head to be tilted 
laterally. These I like to treat by making an attempt 
at closed reduction. With the patient under general 
anesthesia, the elbow is adducted and with the 
thumb pressure is made on the radial head upward 
and inward in an attempt to reduce the tilted head 
and neck. This is a fracture which occurs mostly in 
youngsters and this type of manipulative attempt 
generally produces satisfactory results. If manipu- 
lation is unsuccessful, open reduction may become 
necessary. 

Type 2— Linear undisplaced fracture of the 
radial head. Treatment in these cases consists 


merely of immobilization of the elbow in a plaster 
continued on next page 
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cast for approximately three weeks and then start- 
ing gentle motion. These types of fractures gen- 
erally give a fine result. 

Type 3 — This is the type in which a piece breaks 
off the radial head in a person whose epiphysis has 
closed. Sometimes it is difficult to decide exactly 
what to do for these patients, but in the long run I 
think it wise to open the elbow, remove only the 
fragment and close the surgical wound. By doing 
this you will, of course, expose the person to a 
probable traumatic arthritis in his elbow at a later 
date but you will prevent him from getting pain in 
his wrist, because when you do remove the radial 
head, the radius begins receding upwards so as to 
reduce pain in the wrist. This type of operation, I 
am told, was done in the case of Ted Williams. 


Type 4—This is the fracture which is com- 
minuted with pieces breaking and going in every 
direction. In this type of case, the obvious thing to 
do is to operate and remove all of the fractured seg- 
ments and smooth out the proximal portion of the 
remaining radius. In some cases, attempts have been 
made to replace the comminuted removed fractured 
head of the radius with vitallium but this has not 
proved of much value; consequently, it is not ad- 
vised, particularly in athletes where movement of 
the elbow is to be precise, if the athlete is to be of 
any value as an athlete. 

Fracture of the Olecranon: This is not an un- 
common injury and may be due to a fall on the tip 
of the elbow. If the fracture is a crack type of frac- 
ture or one which is quite definite but in good posi- 
tion, immobilization of the elbow in extension for 
a few weeks generally suffices. If separation has 
taken place, then open reduction with metallic fixa- 
tion becomes necessary. 


Fractures of Coronoid of the Ulna: If the frag- 
ment is small, no particular treatment is necessary 
other than bandaging and use of a sling for about 
two weeks, but if the fragment is large, excision by 
open reduction of the fractured fragment becomes 
necessary. 


Dislocations of the Elbow: Dislocations of the 
elbow may occur as simple anteroposterior disloca- 
tions or they may occur together with fractures. 
The fracture may consist of an avulsion type of 
fracture, or the lateral and medial components of 
the joint may break off. The important thing in dis- 
locations of the elbow is to reduce them early. The 
earlier the reduction, the better the end result. 
Whether or not you inject hyaluronidase or hydro- 
cortisone or a combination of both into the joint 
following the reduction is a personal matter. I be- 
lieve that these adjuncts are of value in reducing 
either the degree or the number of cases of myositis 
ossificans which follow these types of injuries. If 
the dislocation is simple and the reduction is satis- 
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factory, simple immobilization of the elbow in a 
posterior plaster splint and ace bandages together 
with a sling will often suffice ; however, if fractures 
are present then one must not only deal with the 
dislocation but must also deal with the fracture and 
in many instances open operation for the fixation 
of the fracture becomes necessary. 


Chronic Hyperextension Injuries of the Elbow: 
These types of injuries are generally due to a re- 
laxation of the anterior soft tissue components of 
the elbow joint and as a rule do not cause any dis- 
ability. The treatment consists of taping the elbow 
prior to the athlete’s going into action so that fur- 
ther hyperextension becomes checked. 


Injuries of the Upper Arm 

Bicipital Tendinitis: This injury is usually en- 
countered in baseball players and is due to an irrita- 
tion of the long head of the biceps in the bicipital 
groove. Pitchers are more apt to develop this type 
of lesion than any other athlete. These cases respond 
to local heat and rest. Injection of hyaluronidase, 
xylocaine and hydrocortisone occasionally produces 
very gratifying results. Occasionally the transverse 
humeral ligament and the tendon sheath may have 
to be sectioned surgically to obtain relief. Another 
lesion which is met in baseball players and again 
usually in pitchers is the slipping of the tendon of 
the long head of the biceps over the sides of the 
bicipital groove during the course of throwing. This 
causes a fraying of the tendon. Treatment of this 
type of lesion is often very difficult and one should 
not resort to surgery until every other form of con- 
servative treatment has failed. 


Fractures of the Humerus: There are no special 
fractures that take place in the humerus of athletes. 
Fractures through the surgical or anatomical neck 
if impacted are best and most simply treated by 
means of immobilization of the shoulder with a 
Valpeau bandage. Fractures of the shaft of the 
humerus are varied and the type of treatment to be 
instituted depends upon the type of fracture which 
has been encountered. A transverse fracture of the 
shaft if in good position needs merely to be immo- 
bilized by means of a long sugar-tong plaster cast. 
If overriding is present, traction becomes neces- 
sary. A hanging type of cast is often used by men, 
and I must confess that I have used it myself with 
satisfactory results. Fractures through the condylar 
area of the humerus may be treated by simple im- 
mobilization, traction or by operation as the case 
may dictate. 


Injuries of the Shoulder 
Contusions of the Shoulder: “Shoulder Pointer” 
in athletic parlance consists of contusions of the tip 
of the acromion and adjacent structures. These are 
sustained by direct force on the tip of the shoulder 
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or by this area being kneed. These lesions generally 
respond to physiotherapy. 

Shoulder Strain: This generally designates a 
straining injury to the internal rotator cuff. The 
strain may be direct or indirect. Indirect pulling 
causes an impingement of the rotator cuff between 
the humeral head of the acromion. Direct injury 
may be caused by a fall on the shoulder or severe 
pulling on the arm. These lesions generally respond 
to rest and physiotherapy, unless a complete tear 
has taken place in which case the treatment becomes 
surgical. 


Dead Arm: There are certain athletes who while 
playing receive a blow on top of the shoulder and 
say that they cannot use their arm. The arm goes 
dead, and this actually does happen. Other boys 
may complain of numbness of the arm with weak- 
ness. This lesion is due to a blow on segments of 
the brachial plexus which is responsible for the 
temporary inability to use the arm. Direct injury to 
the axillary nerve may also occur. These boys may 
sustain this type of injury several times during a 
season. The wearing of a large sponge foam rubber 
horse collar has largely reduced the incidence of 
this type of injury. 

Acute Dislocation of the Shoulder: The vast 
majority of dislocations of the shoulders which take 
place in athletes are of the anterior variety. I have 
never seen a posterior dislocation in an athlete either 
on the high school or college level in the state of 
Rhode Island. The dislocation generally takes place 
as a simple dislocation but not infrequently, the 
greater tuberosity is fractured. 

In dislocations of the shoulder there is one word 
of caution and that is to examine the arm before 
you start treatment. Injuries to the radial, medial 
and ulnar nerves are not uncommon at the time of 
the dislocation. 

If you manipulate the shoulder without knowing 
that nerve injury had taken place, you will probably 
be blamed for the nerve injury. 

I am of the opinion that the vast majority of 
simple dislocations of the shoulder can be reduced 
without anesthesia. In these cases, the patient is 
given an appropriate hypodermic injection of 
demerol or morphine and a gentle reduction is 
attempted and works in most cases. I have largely 
used the Kocher maneuver. One method which is 
used by some men consists of having the patient lie 
face-down on the edge of the table with the arm of 
his dislocated shoulder hanging down and with a 
ten to twelve pound weight hanging at the wrist. 
Traction for 10-20 minutes by this method gen- 
erally produces gratifying results. If one is unable 
to reduce the fracture by these very simple means, 
then reduction under general anesthesia becomes 
indicated. The post-reduction treatment consists of 
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immobilization of the shoulder by means of a Val- 
peau splint for a period of approximately three 
weeks. | think that it is absolutely important to keep 
the shoulder immobilized for a period of three 
weeks in order to give the rent or tear in the capsule 
in the shoulder joint an opportunity to heal before 
the shoulder begins to be moved about. If this form 
of treatment is used in dislocations occurring for 
the first time, the incidence of recurrent dislocations 
will be diminished. 

Recurrent Dislocations of the Shoulder: li you 
have a boy who is constantly re-dislocating his 
shoulder, the treatment becomes operative. There 
are many forms of operative treatments which are 
used. The ones which are most popular consist of 
doing a so-called Putti-Platt procedure or a Bank- 
art. I personally do the Nicola operation which con- 
sists of passing the long head of the biceps through 
the humeral head. I had the privilege and pleasure 
of having spent two of my orthopedic residency 
years with Doctor Nicola and during that time 
learned the tricks of doing the operation from its 
originator and, therefore, with few exceptions have 
used the Nicola operation for recurrent dislocations 
of the shoulder, with good results. You may ask, 
how many dislocations should one have before you 
can call it a recurrent dislocation? I do not know 
nor do I know of anybody who has it down to a 
number. Suffice it to say, however, that if a shoulder 
dislocates without too much provocation and keeps 
doing it then you are justified in calling it a recur- 
rent dislocation. 

Acromioclavicular Injuries: (Joint Separation ) 
Dislocations or subluxations of the acromioclavicu- 
lar joints of athletes in my experience occur more 
often than do dislocated shoulders. The dislocation 
takes place as a result of the tearing of the acromio- 
clavicular or the coracoclavicular ligaments or both. 
Many forms of treatment have been used to take 
care of these types of injuries. The treatment which 
is the most popular is to place a piece of felt or 
thick sponge foam rubber over the clavicle and to 
strap it down over the shoulder and then to put 
semi-circular pieces of adhesive around the lower 
portion of the body to hold these pieces together. 
Another method which is not used very often, but 
which I think to be quite good is to apply a body 
plaster cast and then apply a sling over the clavicle 
attached to the upper edge of the plaster cast with 
the body plaster cast acting as a weight in keeping 
the joint reduced. The weight of the cast reduces the 
joint. This hanging cast is the same principle used in 
the treatment of a fractured humerus. There are 
many other methods of treatment used in the treat- 
ment of these dislocations. Surgical treatment in- 
cludes actual attempts at reconstructing the liga- 
ments with fascia, wiring, metallic intramedullary 


fixation and excision of part of the clavicle. Some 
concluded on page 814 
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VENTRICULAR TACHYCARDIA IN NORMAL ADULT HEARTS* 
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AROXYSMAL VENTRICULAR TACHYCARDIA iS 

usually a serious disorder of rhythm associated 
with severe coronary artery disease. It is occasion- 
ally observed in association with rheumatic heart 
disease, hypertensive cardiovascular disease and 
with the administration of various drugs, such as 
Digitalis and Pronestyl. Uncommonly it occurs in 
patients with no heart disease. This report was 
prompted by the recent observation of a case of 
paroxysmal ventricular tachycardia in a young fe- 
male with no apparent heart disease and with im- 
pressive transient T-wave inversion following the 
attack. A review of our Heart Station files from 
1946 through July 1958 produced 47 cases of pa- 
roxysmal ventricular tachycardia. Of these 47 
cases, 41 or 85% were associated with coronary 
artery disease and only 2 or 4% were found in nor- 
mal hearts. One case was associated with congenital 
heart disease (tetralogy of Fallot), two with rheu- 
matic heart disease and one with epidermoid car- 
cinoma of the cervix with metastases to the right 
ventricle.* 


TABLE I 
47 Patients with Paroxysmal Ventricular Tachycardia 
— 1946-1958 

Type of Heart Disease No. of Patients Ages 
Coronary Artery 41 (85%) 42-82 
Rheumatic Heart Disease 0... 2 (4%) 40-54 
No Heart Disease 2 (4%) 26-29 
Miscellaneous Group 

1. “Tetralory of Ballot 1 30 

2. Ca of Cervix with 

Metastases to Heart occ 1 33 
Case 1 


This twenty-nine-year-old white, married female 
gave a history of paroxysmal tachycardia occurring 
approximately every six months since the age of 
eighteen. There was no history of rheumatic fever, 
hypertension or other significant illness. She 
*From the Heart Station, Rhode Island Hospital. Dr. 
Karas was supported in part by a Fellowship from the 
Rhode Island Heart Association. 


smoked two packs of cigarettes a day. Before her 
admission to Rhode Island Hospital (July 1958), 
her last attack, six months previously, was success- 
fully terminated with intravenous Neo-Synephrine. 
Quinidine had been tried in the past without avail. 
Following the attack six months ago the patient was 
placed on Digoxin 0.5 mgm. p.o. daily. This medica- 
tion she took for four months, discontinuing it 
because of nausea and vomiting. On her present 
admission she complained of palpitation, dyspnea, 
chest pain and anxiety. 0.5 mgm. Neo-Synephrine 
was given I.V. the night before without success. 
On admission her blood pressure was 95 to 80/60. 
The apical heart rate was 210 and regular. The pa- 
tient appeared extremely apprehensive, complain- 
ing of anterior chest pain. Examination was not 
remarkable except for her tachycardia with slight 
variation in the intensity of the first heart sound at 
the apex. Her laboratory data, including hemo- 
globin, white blood count, B.U.N. and cholesterol, 
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FIGURE 1 

A, Ventricular tachycardia, rate 190. In portions of 
Leads II and III independent auricular activity at 
a rate of 65 could be identified. 

B. Normal sinus rhythm, rate 104. Inverted T waves 
in all limb leads, most striking in Leads II and III. 

C. Less inversion of T waves. 

D. Return to normal. 


D, 8/21/58 


TRANSIENT T-WAVE INVERSION AFTER PAROXYSMAL VENTRICULAR TACHYCARDIA 


were normal. She remained afebrile during her stay. 

There was no response to carotid sinus pressure, 
1000 mgm. intravenous Pronestyl and 1.0 mgm. 
Neo-Synephrine, but sinus rhythm reappeared 
three hours after the administration of 1.6 mgm. of 
Cedilanid I.V. with prompt relief of chest pain and 
weakness. She was then digitalized slowly with 
Digitoxin and thereafter was placed on 0.1 gm. of 
Digitalis leaf five days per week. The duration of 
her attack was about forty hours. Following her 
conversion, typical post-tachycardia T-wave inver- 
sion was noted. These changes persisted for at least 
fifteen days but an electrocardiogram taken thirty- 
six days after her tachycardia showed normal T 
waves in all leads (Figure 1). 


Case 2 

A twenty-six-year-old white male sales engineer 
was first seen by one of us (F.C.) in October 1954 
a few days following a bout of rapid heart action 
which began while he was lifting a boulder. The first 
episode occurred in 1947 at age nineteen, with an 
average of one attack per year. Each episode was 
associated with vague anterior chest pain, dyspnea 
and prostration. There was no history of hyperten- 
sion or rheumatic fever and he was a nonsmoker. 
Physical exam: Pulse 76, B.P. 120/70, weight 185. 
The patient was a rugged athletic young man. Com- 
plete examination was negative, including chest 
fluoroscopy. 

He had another short attack in June 1955 with 
reversion after 0.4 gm. Quinidine and another 
longer one in July 1955. Vasoxyl was tried, 10 mgm. 
I.V. and 1 M., without effect. Several doses of 
Quinidine given p.o. were followed by reversion to 
slow sinus rhythm after 14 hours. He was advised 


to take prophylactic Quinidine, 0.2 gm. p.o., prior to _ 


any anticipated vigorous exercise. No attacks have 
occurred from July 1955 through January 1959 
(Figure 2). 


Discussion 

One of the earliest case reports on T-wave inver- 
sion following a bout of paroxysmal ventricular 
tachycardia was in 1931 by McMillan and Bellet.” 
Their patient, a sixteen-year-old pregnant girl with 
anormal heart, had a Caesarean section at term with 
a tachycardia of 150. She converted with Quinidine, 
following which she had inverted T waves in leads 
IT and III. Graybiel & White? (1934) described 
inversion of T waves which gradually returned to 
normal following an attack of persistent paroxysmal 
tachycardia. In 1942, Campbell* and Currie® sepa- 
rately reported transient T-wave inversion after 
houts of paroxysmal tachycardia. Campbell pre- 
sented three cases between the ages of seventeen 
and twenty-one with paroxysmal tachycardia. He 
concluded that after a long paroxysmal tachycardia 
the T waves may become inverted in one or more 
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leads for some days. He felt that this did not indi- 
cate organic disease but is a completely reversible 
process, suggesting some degree of exhaustion or 
strain of the heart muscle. 

In 1943 Cooke and White® reviewed 27 cases of 
paroxysmal ventricular tachycardia. Four of their 
cases had normal hearts ; however, no mention was 
made of post-tachycardia T-wave changes. In an 
excellent paper on paroxysmal ventricular tachy- 
cardia, Armbrust and Levine? in 1950 analyzed 107 
cases. Thirteen patients (12%) had no heart dis- 
ease. For this group, prognosis was excellent. Post- 
tachycardia T-wave changes were not described in 
their report. However, Levine,® in his latest edition 
of CiinicAL Heart Disease, describes transient 
inversion of T waves occasionally following any 
attack of paroxysmal rapid heart action. Smith® in 
1946 reported a case of repeated episodes of pa- 
roxysmal ventricular tachycardia where the T-wave 
changes persisted from six to sixty days. As he in- 
dicated, the mechanism of the post-tachycardia pat- 
tern is not known but is not indicative of cardiac 
disease. In the abstracts of the scientific sessions of 
the American Heart Association, 1958, Hermann!’ 


reported on a ten-year study of paroxysmal ven- 
concluded on next page 
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FIGURE 2 

A. Ventricular tachycardia, rate regular at 225. Inde- 
pendent auricular activity cannot be identified. 

B. Normal sinus rhythm. Slight S-T interval elevation 
in Leads I and II and chest leads, suggesting epi- 
cardial damage. 

C. S-T intervals are now nearly normal. Late T-wave 
inversion in limb leads and V-4 and V-6. 

D. The tracing has now returned to normal. Three 
electrocardiograms taken subsequently, June 23, 
1955, November 27, 1956 and January 26, 1959, 
were identical. 
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tricular tachycardia. Six of their fifty-nine patients 
(or 10% ) had no organic heart disease. However, 
no mention of transient T-wave inversion was 
made. 

Our two cases were alike in several respects. The 
two young patients had a heart rate around 200, 
considerable chest discomfort, dyspnea and anxiety 
and were severely disabled during their attacks. 
Both had transient T-wave inversion following the 
attack and both have remained entirely well to date. 

It is of interest that in Case 2 the tracing showed 
moderate elevation of the ST interval in leads I and 
\-4 which subsequently disappeared. The duration 
of the T-wave inversion was at least fifteen days in 
Case 1 and seven days in Case 2 without any change 
in the ORS complexes. These sequential alterations 
in the ST intervals and T waves are quite similar to 
those observed in pericarditis and suggest that the 
area of injury was epicardial in location. Its actual 
mechanism is, however, obscure. 


SUMMARY 

Two patients with paroxysmal ventricular tachy- 
cardia and post-tachycardia T-wave inversion in 
normal hearts are presented. A review of some of 
the pertinent literature on this subject would sug- 
gest that this sequence is uncommon. As has been 
pointed out, the prognosis is usually excellent in 
those patients without other evidence of heart 
disease. 

\Ve are indebted to Doctor Jacob Stone for per- 
mission to study Case 1. 
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ATHLETIC INJURIES TO THE 
UPPER EXTREMITY 
concluded from page 811 


years ago, Boardman Bosworth reported some cases 
in which he put a screw through the clavicle into the 
coracoid process. This has not proven to be a popu- 
lar method as it fixes the coracoid to the clavicle 
which is not desirable because normally there is mo- 
tion between these two bones and the fixation of 
them together with a screw may cause one or the 
other to give, resulting in a fracture. 

Other forms of treatment which have been used 
have consisted of passing wires across the acromio- 
clavicular joint and removing them a few weeks 
later. One must be extremely careful when one uses 
wires as wires not infrequently migrate into the 
soft tissues and some have been reported to have 
migrated into the lungs. 

Doctor Moseley of Canada recommends excising 
the outer centimeter or two of the clavicle and put- 
ting a heavy silk suture through a hole in the clav- 
icle, threading it through the ruptured ligaments 
and then carrying it back and forth on the clavicle 
two or three times. This, in his hands, has given 
very excellent results. I have used this type of treat- 
ment and can vouch for the results that he reports. 

Sternoclavicular Dislocations 

This is a rather uncommon type of injury but it 
does occur. These are extremely difficult to reduce 
and to keep reduced. In the acute phase, the placing 
of a sandbag between the shoulder blades and pro- 
ducing the stick-your-chest-out position may reduce 
the dislocation. It may then be held reduced by 
means of Fig. 8 bandages around the shoulders. 
If this does not prove of value, open reduction with 
wire fixation or even resection of the proximal 
portion of the clavicle may become indicated. 

Fractures of the Clavicle 

In the average fracture, putting the shoulders 
outward and backward and holding them with Fig. 8 
bandages or any method that you like best usually 
suffices. If the fracture is markedly overriding, one 
may try manipulating the fracture under local anes- 
thesia by grasping each fractured end of the clavicle 
with towel clips and manipulating the fracture. 
This will work only if you have transverse fractures. 
I have personally not cared for fixation by plaster 
casts as it is a rather cumbersome and annoying type 
of immobilization to the patient. Practically all 
fractured clavicles heal. If your patient is not con- 
cerned about the bump that the fracture may leave 
as a result of excessive callus formation, open re- 
duction need not be done ; however, there are cases 
where for some reason or other open surgery be- 
comes necessary. In these cases, the insertion of 
metallic pins can be used. Some men prefer to use 
wire fixation ; however, we feel that intramedullary 
fixation gives a much more stable type of immo- 
bilization. 
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eres PNEUMOTHORAX in the newborn infant 
occurring immediately following delivery is an 
uncommon but urgent problem. Impaired ventila- 
tion together with altered cardiovascular dynamics 
may rapidly result in death. If these infants are to be 
saved, the condition must be suspected whenever 
respiratory distress is present at birth or in the 
immediate neonatal period. The diagnosis should be 
confirmed by chest X ray or needle aspiration if 
X ray is not immediately available. The following 
case report illustrates the features of this serious 
complication of the postpartum infant. 

S.T. (R.1.H. 590615) wasa full-term white male 
infant born to a twenty-eight-year-old gravida I 
para I mother by Cesarean section because of cepha- 
lopelvic disproportion at the Providence Lying-In 
Hospital on February 20, 1958. The mother’s mem- —— 
branes had ruptured spontaneously 1714 hours be- FIGURE 1 
fore delivery. Resuscitation with the aid of positive 
pressure breathing devices was not employed. 

Physical examination at birth revealed a well- 
developed white male infant who was completely 
flaccid and unresponsive. Birth weight was 7 Ibs. 
13 oz. Respirations were gasping and cyanosis per- 
sisted despite the administration of oxygen in an 
incubator. No obstruction of the larynx or trachea 
was found. The trachea was in the midline. Heart 
sounds were of good quality and the rhythm was 
regular. Breath sounds were completely absent over 
both lung fields. Roentgenographic examination of 
the chest one hour after delivery showed a collapse 
of the left lung with a pneumothorax (Figure 1) 
together with a very small amount of air in the 
right pleural space. 

Aspiration of the left pleural cavity was per- 
formed immediately and yielded 1,000 cc. of air 
under pressure. Although the infant was dramati- 
cally relieved of dyspnea by this procedure, hyper- 
resonance and diminished breath sounds persisted 
over the left hemithorax. However, normal breath 7 
sounds were heard over the right lung field. The ee 


fact that an inordinately large amount of air had 
concluded on next page FIGURE 2 
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been removed suggested a persistent air leak into 
the left pleural space. Accordingly, the infant was 
transferred to the Rhode Island Hospital where a 
closed thoracotomy was performed. The infant’s 
subsequent course was uneventful. Follow-up chest 
X rays (Figure 2) revealed no pneumothorax but 
a partial atelectasis of the left upper lobe which 
finally cleared. The chest catheter was removed 
after five days and he was discharged on his eigh- 
teenth hospital day. 


Discussion 

The pathogenesis of pneumothorax in the first 
few hours of life is not well understood. Macklin 
and Macklin! have suggested that air escapes from 
overdistended alveoli into the interstitial tissues of 
the lungs. Atelectasis of a portion of the lung from 
any cause frequently is associated with compensa- 
tory over-distention of alveoli in the adjacent nor- 
mal lung tissue. Air escaping by this mechanism 
dissects along the perivascular sheaths in the inter- 
stitial tissues of the lung to the mediastinum. The 
air is moved toward the mediastinum by the normal 
lengthening and shortening of the bronchi which 
occurs during respiration. A tension mediastinum 
results. Air in the mediastinum ruptures into the 
pleural space. 

Vigorous efforts to expand the infant’s lungs at 
delivery or spontaneous rupture of pleural blebs 
undoubtedly account for a few cases, but in the 
majority of reported patients studied at autopsy 
pleural tears are rarely found. Emery? reported 
fourteen infants who had succumbed with pneumo- 
thorax following delivery and was unable to find 
any evidence of visceral pleural tears. In a series of 
ten patients studied by Harris* only two instances 
of pneumothorax were considered to be remotely 
associated with vigorous efforts at resuscitation. 


Abnormal delivery is a possible etiologic factor 
and may have played a part in the patient reported 
above who was delivered by Cesarean section 1714 
hours after spontaneous rupture of the membranes. 
Of eleven* © previously reported cases the following 
abnormalities were noted: three Cesarean sections, 
one face presentation, one abruptio placenta, two 
precipitous labors, and one premature twin. On the 
other hand, all of Emery’s? fourteen patients had 
had normal deliveries. 

The treatment of spontaneous tension pneumo- 
thorax must be considered in any newborn suffering 
from severe respiratory distress. Effective emer- 
gency treatment should not be delayed because typi- 
cal signs of pneumothorax are not elicited by care- 
ful physical examination. When impairment in 
pulmonary ventilation poses an immediate threat 
to life, prompt needle aspiration of one or both 
pleural spaces should be performed by the physician 
in attendance at the time. This procedure can be life 
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saving when a tension pneumothorax exists and 
similarly large congenital pulmonary cysts can be 
temporarily decompressed until a definite diagnosis 
can be made by chest X ray. In our experience, 
thoracentesis has not altered the clinical course of 
moribund newborn babies with respiratory distress 
resulting from large congenital diaphragmatic her- 
niae. The objection to perforating a herniated viscus 
hardly seems valid when these desperately sick in- 
fants rarely survive long enough to be operated on. 

While needle aspiration of the pleural space 
usually affords dramatic relief to the exhausted 
infant, continued air leakage is common, as was the 
case in the patient reported above. For this reason, 
it is essential to establish full expansion of the 
relatively less compliant infant lung by closed 
thoracotomy with suction drainage. A small (#12F ) 
rubber catheter is introduced through the 7th inter- 
space in the anterior-axillary line with the aid of a 
suitable trocar and local (1% procaine) anesthesia. 
The catheter is connected through rigid tubing to a 
water seal bottle which in turn is attached to any 
suitable system maintaining a negative pressure of 
from —8 to —10 cm. of water. Persistent air leak- 
age in the pleural space is manifested by continued 
bubbling in the water seal bottle. This usually ceases 
after 24 to 48 hours and the chest catheter can be 
removed, 


SUMMARY 
1. A newborn infant with massive left sided 
pneumothorax is presented. 
2. Diagnosis is accurately made by chest X ray. 
3. If chest X ray cannot be obtained immediately, 
needle aspiration of pleural space should be 
performed to establish the correct diagnosis 
and alleviate respiratory distress in the most 
seriously ill infants. 
+. The only safe treatment of massive pneumo- 
thorax in the newborn infant is closed thora- 
cotomy. 
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T HE RENAL hypertensive syndrome has received 
a great deal of attention in the recent medical 
literature.!;? In the last twenty-five years, many 
clinical studies have attempted to correlate the rela- 
tionship of renal disease to the problem of hyper- 
tension in general. Although the role of renal dis- 
ease in the etiology of so-called ‘essential hyper- 
tension” has yet to be demonstrated, well docu- 
mented instances of curable hypertension secondary 
to unilateral renal pathology have been reported. 
The following is such a case. 


Case Report 

L.L., a forty-two-year-old white male, was ad- 
mitted to the U.S. Naval Hospital, Newport, Rhode 
Island, with a cough, headache, and a pulmonary 
infiltrate. He was in good health until three months 
prior to admission when he first noted the insidious 
onset of progressive fatigue and weakness. In the 
ensuing weeks he developed intermittent fleeting 
nocturia and polyuria. Three weeks prior to admis- 
sion, he developed frontal headaches with progres- 
sive weight loss. Shortly thereafter, he developed a 
dry, hacking cough. An X ray (Fig. 1) taken by a 
division medical officer on the day prior to admis- 
sion revealed bilateral pulmonary infiltrates. 

The past medical history was noncontributory. 
The patient’s father died of Bright’s disease. 

On physical examination he was seen to be a 
chronically ill white male in moderate respiratory 
distress. The respiratory rate was 25, temperature 
was 99 degrees F., and the blood pressure was 
160/94 in both arms. The fundi revealed arteriolar 
tortuosity, but no hemorrhages or exudates were 
initially seen. The neck veins were slightly dis- 
tended. There were a few crackling rales at both 
lung bases posteriorly. The cardiac border was per- 
cussed at the anterior axillary line, and the liver was 
palpable three fingerbreadths below the right costal 
margin. 

*Presented at the Interim Meeting of the Rhode Island 
Medical Society at the U.S. Naval Air Station, Quonset, 
Rhode Island, September 23, 1959. 


Laboratory studies included: white blood cells 
26,600 with a normal differential ; hematocrit, 42; 
sedimentation rate, 28; urinalysis, specific gravity 
1.010, 400 mgms. per cent of albumin, with 10 to 20 
red cells and 10 to 15 white cells, with occasional 
granular casts. PPD and histoplasmin skin tests, 
liver function studies, serum electrolytes, serum 
calcium and phosphorus, and urine, sputum and 
blood cultures were all normal or negative. An 
Addis count revealed 4,000,000 red cells, 5,000,000 
white cells and 100,000 granular casts. Urea and 
endogenous creatinine clearance studies were nor- 
mal. Serum electrophoretic studies revealed a 
marked elevation of the Alpha-2 globulin. Urine 
electrophoresis showed 63 per cent albumin, 7 per 
cent Alpha 1 globulin and 10 per cent beta globulin. 


continued on next page 


FIGURE 1 
This X ray which prompted admission shows cardiac 
enlargement with diffuse bilateral pulmonary infiltrates 
which were subsequently shown to be pulmonary edema. 
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FIGURE 2 


Electrocardiogram shortly after admission showing dif- 
fuse T-wave inversion compatible with pericarditis. 


FIGURE 3 
The intravenous pyelogram shows nonfunction of the 
left kidney. 


RHODE ISLAND MEDICAL JOURNAL 


Course in the hospital: Approximately 12 hours 
after admission the patient developed acute pulmo- 
nary edema which subsequently responded to rou- 
tine cardiac measures. Serial electrocardiograms 
following this period showed diffuse ST and T wave 
changes compatible with acute pericarditis (Fig. 2). 
After digitalization the bilateral pulmonary infil- 
trates, which were radiographic counterparts of 
pulmonary edema, cleared. Shortly thereafter, the 
patient began to show evidence of a progressive 
galloping premalignant hypertension, with levels 
recorded up to 220/110. In a short period of two 
and one-half weeks following admission his eye 
grounds revealed Grade III hypertensive changes 
with numerous hemorrhages and exudates. These 
were not seen on admission. He showed concomi- 
tant progressive albuminuria and cylinduria. An 
I.V.P. revealed no function on the left side ( Fig. 3). 
In order to clearly delineate the nature of the uni- 
lateral defect, an aortogram was performed under 
hypotensive conditions.* The right renal artery was 
adequately outlined, however no dye was seen in 
the left renal artery (Fig. +). These findings con- 
firmed the diagnosis of left renal artery obstruction. 
The patient was subsequently explored through a 
left flank incision utilizing hypobaric spinal anes- 
thesia. The left kidney was studded throughout its 
cortical surface with numerous microabscesses. The 
left renal artery was almost but not quite completely 
occluded at a point approximately 1 cm from its 
origin by a firm white grey mural thrombus 
(Fig. 5). A left nephrectomy was performed. Fol- 
lowing surgery, the patient showed an immediate 
therapeutic response as the blood pressure rapidly 
returned to a normal range of 120/80. In a period 
of three weeks the eye grounds showed almost com- 
plete resolution. The patient has been followed se- 
rially six months after surgery and has shown a 
complete return to normal in all parameters includ- 
ing the electrocardiogram and urine studies. Blood 
pressures continually run in the range of 110 to 120 
over 75 to 80. The cardiopulmonary status is now 
stable (Fig. 6). 


Comment 

The basic disease entity in this patient appears to 
have been an idiopathic thrombosis of the left renal 
artery with secondary “renal hypertension.”’ All of 
the auxiliary aspects of this patient’s clinical pic- 
ture were secondary features of the malignant 
hypertensive process. The origin of the acute pye- 
lonephritis of the involved kidney was never clearly 
defined. 

Much of the present clinical concept of the renal 
hypertensive syndrome is derived from the original 
work of Goldblatt* which reported that renal artery 
narrowing in the dog could cause hypertension. 
This experimental finding was subsequently impli- 
cated in human hypertension.®:®7 Finally the pio- 
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FIGURE 4 


The aortogram shows adequate outline of the right 
renal artery and its major branches. The hepatic artery on 
the right and the splenic artery on the left are adequately 
outlined. The left renal artery is not outlined which indi- 
cates obstruction in that vessel. 


FIGURE 5 

Microscopic section through the partially recanilized 
mural thrombus which incompletely occludes the left 
renal artery. 
neering work of Page* and Braun Menendez on the 
renal pressor system served to further implicate the 
role of renal disease in human hypertension. The 
renal renin pressor system (Fig. 7) has been clearly 
implicated in experimental unilateral renal disease 
in animals, however its role in human hypertension 
associated with unilateral renal disease remains to 
be yet defined.’ 


FIGURE 6 


Chest X ray one month following surgery showing 
oa to normal of the cardiac silhouette and clear lung 
elds. 


ENZYMATIC SCHEME 


Renin plus Renin Substrate 


> Angiotensin 1 


Angiotensin 1 -converting > 
enzyme 


Angiotensin 2 


FIGURE 7 


The renal pressor system. The proteolytic enzyme renin 
acts on a liver globulin “renin substrate” which in turn 
yields the decapeptide Angiotensin 1. The latter substance 
in the presence of plasma converting enzyme yields the 
octapeptide Angiotensin 2 which “causes” hypertension. 


Human unilateral renal disease with hyperten- 
sion has in the recent past captured the imagination 
of many clinicians due to the fact that it lends itself 
to a potential complete cure. Smith® in 1956 re- 
viewed the literature up to that date and found 575 
reported cases of human unilateral renal disease 
associated with hypertension. Only 25 per cent of 
these demonstrated adequate clinical cures follow- 
ing nephrectomy. A great factor behind this poor 


therapeutic result rate was undoubtedly the lack of 
concluded on page 821 
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ao OUGH CARCINOMA Of the tongue is relatively 
common and much has been written about its 
diagnosis and therapy, there is scant mention of 
total glossectomy in the treatment of this condition. 
A review of the literature revealed only three case 
reports and a paper on operative technique.':?:*:4 


Report of a Case 
Rhode Island Hospital No. 424713 

J.C.. an eighty-nine-year-old white male, was 
first seen in the Rhode Island Hospital Tumor 
Clinic in 1944 with a thirty-seven-year history sug- 
gestive of leukoplakia of the tongue. Physical ex- 
amination revealed leukoplakia and an indurated 
area posteriorly. The entire tongue was deeply fur- 
rowed, His Wassermann was positive, he was a 
moderate cigar smoker. 

Biopsy of the indurated area revealed a Grade 
One epidermoid carcinoma. Radium needles were 
inserted, and the patient received 2352 milligram 
hours of radiation. 

He was followed in the Rhode Island Hospital 
Tumor Clinic for about sixteen months, and vary- 
ing degrees of leukoplakia were noted. 

In March 1946, sixteen months post-radiation, 
the patient was seen again; a generally thickened 
and markedly enlarged tongue with an ulceration 
on the left was noted. Scattered areas of leukoplakia 


FIGURE 1 
Preoperative Appearance 


were still present (Figure 1). A few small, discrete 
lymph nodes were palpable in the left submandibu- 
lar region. Surgical therapy was advised after 
biopsy again revealed Grade One epidermoid car- 
cinoma. 

In May 1946, a total glossectomy was performed 
through the submaxillary approach, as described by 
Kocher.® Exposure was adequate and the tongue 
base attachment was cleanly cut from the hyoid 
bone. Suggestions in technique from Vilray Blair’s 
textbook? were found helpful. Immediate patho- 
logical examination of lymph nodes found in the 
operative field was negative for cancer. The post- 
operative course was uneventful. 

Since that time, the patient has been carefully 
followed in the Rhode Island Hospital Tumor Clinic 
with no evidence of local or other recurrence. He 
has had no difficulty eating and has been able to talk 
fairly well (Figures 2 and 3). 


SUMMARY 

1. A case of multiple Grade One epidermoid 
carcinoma of the tongue with associated leuko- 
plakia has been presented. 

2. The patient shows no evidence of recurrence 
thirteen years following total glossectomy. 

3. Difficulty with eating and speech has been 
moderate. 

Note: this patient was shown at the New [éngland 


FIGURE 2 
Present View to Show Scar 


a 
a Cancer Society Annual Meeting, April 26, 1958, at 
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FIGURE 3 
Present View to Show Absence of Tongue 


Providence, Rhode Island. 
Note: Examination in May 1959 revealed no 
evidence of recurrence. 
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UNILATERL RENAL DISEASE 
WITH HYPERTENSION 
concluded from page 819 

precise diagnosis in many of these cases. The rela- 
tive frequency of unilateral renal disease in the 
general hypertensive population has been estimated 
to be anywhere from 2° to 25! per cent. This latter 
figure represents Page’s results utilizing translum- 
bar aortography in properly selected cases. Aortog- 
raphy had shed a modicum of light on the entire 
subject of unilateral renal disease, particularly renal 
arterial lesions, as was the situation in the patient 
reported in this case. Aortography when used in 
properly selected cases offers definitive aid in the 
diagnosis of unilateral renal vascular disease. The 
accepted indications include:!? unexplained dis- 
parity in the size or function of the two kidneys as 
seen in intravenous pyelography; hypertensive 
young people without known cause; malignant hy- 
pertension in elderly patients particularly those with 
known arteriosclerosis ; malignant hypertension of 
sudden onset in patients previously known to be 
normotensive ; and patients with symptoms of pre- 
vious renal infarction. 


SUMMARY 
The clinical entity of unilateral renal disease with 
curable secondary renal hypertension has been em- 
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phasized by the presentation of a case of a forty- 
two-year-old white male who developed premalig- 
nant hypertension in association with idiopathic 
left renal artery thrombosis. A clinical cure was 
achieved following nephrectomy. 

The relationship of the renal hypertensive syn- 
drome to hypertension in general has been briefly 
discussed. The value of translumbar aortography 
in the diagnosis of unilateral renal vascular disease 
has been stressed. 
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HOSPITAL COSTS UP 


The average cost per patient day in the nation’s 
non-federal short-term hospitals has risen steadily 
in the postwar years, according to the American 
Hospital Association. Below is the average cost by 
year: 

Average Cost 
Per Patient Day 
$14.33 
15.62 
16.77 
18.35 
19.95 
21.76 
23.12 
24.15 
26.02 
28.17 
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| mnie THE GLAMOUR that has always sur- 

rounded the life of the doctor, and that has cer- 
tainly been increased by the spectacular advances in 
surgery and the ‘“wonder-working” medications 
that now are in daily use, a career in medicine 
appears to have less and less appeal to the young 
people of this country as the years go on. Is it per- 
haps that the equally remarkable achievements that 
are seen in other fields, notably in engineering and 
in other phases of applied science, have been suc- 
cessful in the competitive attempt to stimulate the 
imagination of American youth? Or is it perhaps 
that there is offered to the young graduate trained 
in applied science a position in industry that repre- 
sents a much quicker and less costly road to a good 
financial return after a shorter and less grueling 
training period when compared with the years of 
hard work and the very high cost that are involved 
in the education and establishment in practice of a 
modern medical man. We are inclined to give great 
weight to the latter view. 

That there are fewer students applying to medical 
schools, and particularly that those who do apply 
comprise a smaller percentage of college graduates 
of top academic grade can be fully documented. 
Data compiled by the Division of Operational 
Studies of the Association of American Medical 
Colleges and recently released bears this out. Some 
of these are as follows: 


YOUTH LOSES INTEREST 


In 1950 5.1 per cent of college graduates applied 
for admission to medical schools, in 1958 the figure 
was 4.1 per cent, a decrease of almost 20 per cent. 

Among the college graduates who applied in 
1951, 40 per cent had achieved the grade of A in 
their previous year’s work in college and 43 per cent 
had been graded B. In 1958 the figure for grade A 
students was 18 per cent and grade B students 
60 per cent. 

Withdrawals from medical school during the 
course have also increased both among students 
whose work had been below grade and those who 
had been doing well. In the academic year 1954-55, 
5.5 per cent of the students withdrew as compared 
with 7.8 per cent in 1957-58. 

It may be well to add that, as is well known, there 
are also other troubles which beset the medical 
schools. The report from which the above-men- 
tioned data concerning the decreasing number and 
quality of applicants for medical education is quoted 
also contains the following information : 

Twenty schools (12 tax-supported and 8 private ) 
reported an average need of 50 additional faculty 
members to enable them fully to carry out their 
responsibilities. This, added to the average reported 
lack of 80 additional personnel (administrators, 
clerks and technicians, etc. ), represents an approxi- 
mate cost of $500,000 per school. In 1953 a similar 
study indicated a dollar need of $250,000 per school. 
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EDITORIALS 


It is of interest also to note that despite the rise 
in tuition fees, the percentage of support to the 
average medical school from this source has fallen 
from 28 per cent in the year 1940-41 to 6 per cent in 
1957-58. 

What does it all mean? It indicates most certainly 
that the quality of American medicine of which we 
all have been justly proud is bound to deteriorate 
unless something is done. High-minded medicine 
has always tended to ignore the dollar sign but in 
this situation it cannot be ignored. The following 
statement is quoted from the report of the New 
England Board of Higher [Education dated October 
22, 1959, “although New England is the home of 
some of the world’s greatest medical centers, the 
region does not compare favorably with the nation 
as a whole in the percentage of its residents enter- 
ing medical school. Only Vermont has been above 
the national average during the past ten-year period 
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—it ranks fourth. It has the only public medical 
school in New England.” (Rhode Island is 37th. ) 

The report goes on to state that a student in Ver- 
mont who receives a state scholarship can attend 
medical school for four years for $1,400 as compared 
with $4,000 to $6,000 for residents of other New 
England states. 

The implication is clear. If the citizens of the 
United States in general, and of New England in 
particular, wish to continue to receive the highest 
quality medical care and to lead the world in medi- 
cal progress adequate support of medical schools 
and medical students must be forthcoming. 

Alumni contributions, medical society collections 
and the like are proving inadequate. Whether by 
state or federal action, by the organized support of 
industry or by some other means, such support must 
be forthcoming -- OR ELSE! 


McNAMARA HEARINGS ON AGED PROBLEMS 


B* RESOLUTION the Senate established a sub- 
committee on Problems of the Aged and Aging 
under the auspices of the Senate Committee on 
Labor and Public Welfare. Senator Pat McNamara 
(D) of Michigan is the chairman of this subcom- 
mittee which was to 
“examine, investigate, and make a complete study 
of any and all matters pertaining to the problems 
of the aging including, but not limited to, (a) a 
study of the major problems of the aged, (b) a 
study of the existing programs of agencies, both 
public and private, dealing with problems of the 
aged, (c) a study of the present role of the Fed- 
eral Government in dealing with problems of the 
aged, and (d) a study of any additional Federal 
programs which should be undertaken to help 
solve the problems of the aged.” 


To carry out this many facet study the Commit- 
tee was given $85,000, and it was asked to make its 
report not later than January 1, 1960. 

Thus we have a Congressional subcommittee 
formed to make a complete study of a problem that 
the Congress has already appropriated one and a 
half million dollars to secure through a White 
House Conference on Aging that will assemble in 
1961. Why two studies, one by a special subcom- 
mittee of the Senate able to pick and choose its 
recommendations, and the other a nationwide sur- 
vey with a national report stemming from individual 
state conferences at which studies of local condi- 
tions will be reported ? 

To make its “complete study” the McNamara 
committee held hearings in Washington on three 


days last June. Twenty-one speakers were invited 
to appear before the committee ; this group included 
one representative of the A.M.A., seven from col- 
lege or university staffs, seven state, county or city 
health or welfare officials, three labor leaders, one 
representative of the insurance industry, and two 
from private or business agencies. The most demon- 
strative panelist to appear before the committee was 
Wilbur Cohen, professor of social welfare at the 
University of Michigan, former technical adviser 
and director of research for the Social Security 
Administration. 

A total of eleven hours and five minutes was con- 
sumed to hear the witnesses, most of whom pre- 
sented prepared statements upon which they elabo- 
rated, and upon which the committee members 
asked few questions. The Washington hearings 
completed, Senator McNamara issued a short prog- 
ress report to the Congress on September 10 in 
which he gave highlights of the hearings, utilizing 
to a great extent the testimony of Mr. Cohen. 

Then the subcommittee took “to the road’”’ pre- 
sumably to get the grass roots opinions. The first 
stop was at Boston, where a two-day session was 
held at which 34 witnesses gave oral testimony, and 
a number of others submitted written testimony 
which was to have been made part of the record. 
There was little cross-examination. 

Most astonishing was the fact that all the wit- 
nesses allowed to address the committee were repre- 
senting Massachusetts, although the committee cer- 
tainly should have been willing to hear something 
about the rest of New England. Mrs. Roberta 


Brown, administrator of the Rhode Island Division 
concluded on next page 
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on Aging, was present to represent this state, and to 
convey at the same time a statement from Governor 
DelSesto. But not even five minutes was allowed 
for Rhode Island’s bright story, and Mrs. Brown 
was told to take her chances with the microphone 
“when the audience is permitted to make comments 
from the floor.” 

A most interesting thing about the Boston hear- 
ings was the careful selection of witnesses holding 
government positions who were eager to plump 
for Federal legislation and to agree to Senator Mc- 
Namara’s suggestion that there should be a federal 
agency to supervise the problems of the aging popu- 
lation. Seymour Harris, economics professor at 
Harvard University, reiterated his oft-repeated line 
that there should be more dependence on taxes and 
less on insurance, and offered his endorsement of 
the principle of Forand-type legislation. 

Its study of the northeast completed, and our 
$85,000 tax money further depleted, the committee 
departed for Pittsburgh, where McNamara, leader 
of the band, would presumably again call the tunes. 


BOY SCOUTS’ GOLDEN JUBILEE 
When Narragansett Council, Boy Scouts of 
America, celebrates its golden jubilee in 1960, it will 
be interesting to note that a physician, Doctor Ray- 
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mond F. Hacking, now residing in Rumford, was 
enrolled as the first boy scout in Rhode Island. 

The Scouting movement in Rhode Island, and 
near by Massachusetts embraced by Narragansett 
Council, has now grown from an idea to 541 units 
comprising 25,000 men and boys. Under the leader- 
ship of Chief J. Harold Williams the training of 
boys in this state has long been recognized nation- 
ally as the finest in the country. 

Camp Yawgoog, New England’s largest boys’ 
camp, Champlin Reservation in Cranston for short- 
term camping throughout the year, and the recent 
additions of Aquapaug consisting of 250 acres on 
Worden Pond and Kelgrant, 225 acres on Narrow 
River, both in South County, are facilities to pro- 
vide the youth of this state with unusual opportuni- 
ties to engage in outdoor adventures. 

Now in its Jubilee year, Narragansett Council, 
for the first time in its long history, is appealing to 
the public for funds to erect a centrally located year- 
round Scouting Service Center and Headquarters, 
and to enlarge, modernize and re-equip the great 
long-term camping facilities at Yawgoog and the 
other outposts. 

Bea good scout, and help the campaign of Narra- 
gansett Council so that the boys of tomorrow may 
continue to enjoy the benefits of one of the finest 
youth programs in the nation. 
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MEDICAL CARE FOR WELFARE RECIPIENTS — STATE PROGRAMS 


A Summary Abstracted from Studies by Margaret Greenfield, Bureau of Public 
Administration, University of California, Berkeley 
(May, 1957 and September, 1958) 


SUMMARY 

Shean MONOGRAPH describes the type of medical 

care that is available in continental United 
States to recipients of federally subsidized public 
assistance — the so-called categorical aid programs 
of old age assistance, aid to the blind, aid to depend- 
ent children, and aid to the permanently and totally 
disabled. Method of administration, scope of pro- 
grams, financial provisions, and relationship with 
professional groups are given insofar as data were 
made available. 

Information is derived chiefly from replies to 
questionnaires sent to the various states; also, in 
part on administrative manuals or regulations sent 
in by some states, and in part on a few published 
studies. The study should be read in light of the fact 
that use of a mail questionnaire for assembling 
information has its limitations. Questions may be 
interpreted differently by various respondents, re- 
plies may be misinterpreted by the analyst, and data 
do not always fall into hard and fast categories. 
There is always a time span, moreover, between 
filling out of questionnaires and publication of 
analyses. 

States have been classified broadly according to 
the extent of participation by the state welfare 
agency (the health agency in one case) in responsi- 
bility for medical care of recipients of federally sub- 
sidized assistance. This was done for convenience 
of presentation rather than to set up a measure of 
evaluation. 

Material of this type has particular relevance at 
a time when legislators and other interested groups 
may be reconsidering programs for medical care of 
welfare recipients in their states, with a view toward 
using to best advantage the federal matching funds 
for medical care made available by Congress to 
states with medical care plans. 

The 1956 amendments to the public assistance 
titles of the Social Security Act provided that, be- 
ginning July 1, 1957, the federal government would 
pay half of total state expenditures — up to $6 per 
month for each adult and $3 for each child — for 
medical care in behalf of persons on the public 
assistance rolls. This amount was exclusively for 
payments to vendors of medical or remedial care or 
for insurance payments to cover such care. 


In 1958 Congress again amended the public as- 
sistance titles of the Social Security Act. The special 
subsidy for vendor payments for medical care was 
removed but the maximum federal participation 
base for all the programs was raised so that the 
states could make payments for medical care either 
directly to the vendor or include them in the cash 
grant to the recipient. 


Medical Care Primarily a Local Responsibility 

Before the 1956 amendments to the Social Se- 
curity Act, medical care of public assistance recipi- 
ents, as well as of recipients of general relief and 
of the medically indigent, was primarily a responsi- 
bility of the local community. In twenty-two states 
such care was financed partly through local taxes 
and partly through the voluntary free services of the 
medical and allied professions. In eleven states cost 
of a limited amount of care is shared by the state 
welfare department. 


Sole Community Responsibility 

In ten states all medical care of welfare recipients, 
with the exception of mental health, control of 
tuberculosis and other communicable diseases, and 
crippled children’s services, was solely the responsi- 
bility of the local community. These were Arizona, 
Georgia, Idaho, Kentucky, Mississippi, Montana, 
South Carolina, South Dakota, Vermont and W yo- 
ming. One more state, Tennessee, also left medi- 
cal care to the county although the State Depart- 
ment of Health administered a hospitalization pro- 
gram for needy persons who are acutely ill. 

With the aid of the federal subsidy, statewide 
plans including practitioners’ services and hospital- 
ization, were set up in Wyoming for all federally 
aided recipients, and in Montana for the blind only. 


Limited State Participation 

In eleven other states primary responsibility for 
medical care of the needy also rests with the local 
community but there is some state contribution. 

Arkansas Department of Public Welfare pro- 
vided a limited amount of hospitalization for acute 
or emergency cases, and also paid for nursing 
home care up to $75 a month. 

California Department of Social Welfare oper- 
ated a remedial eye service program in aid to the 


blind. Department regulations also permitted inclu- 
concluded on next page 


826 


sion in the cash grant of allowances for special 
needs, including medical care, up to the legislative 
maximum on the grant. In 1957 California set up a 
state program for the needy aged, blind and children 
which included physicians’ home and office visits, 
drugs, emergency dental care, and complete dental 
care for children under thirteen years. 

The only medical care paid for by the Colorado 
Department of Public Welfare was remedial eye 
service in the aid to blind program, and tuberculosis 
treatment for indigent patients. The federal subsidy 
led the state to contract with Blue Cross and Blue 
Shield for services to federally aided recipients. 

Delaware Department of Public Welfare in- 
cluded medical care in the assistance standard as a 
basic living item at the rate of $5 per month. 

Florida Department of Public Welfare operated 
a limited hospitalization program for acute or 
emergency cases occurring in the categorical aid 
programs. 

Jowa Department of Social Welfare ran a reme- 
dial eye treatment program and also paid for nurs- 
ing care, dentists, and medical appliances. 

Maine Division of Public Assistance provided 
hospitalization for federally aided recipients. Nurs- 
ing home care was added with the federal subsidy. 

Nevada State Welfare Department permitted 
verified medical care expenses in the old age assist- 
ance grant within the legal ceiling for the assistance 
payment. A limited amount of hospitalization was 
also provided for aged recipients through direct 
vendor payments. After the federal subsidy was 
made available, Nevada contracted with the State 
Medical Association for medical services for the 
aged and blind recipients. 

North Carolina Department of Public Welfare 
supervised a county-administered hospitalization 
program. 

Oklahoma Department of Public Welfare budg- 
eted medicine, home nursing care, and nursing home 
care in the recipient’s cash payment. Practitioners’ 
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services and hospitalization were added after the 
federal subsidy. 

In Utah the State Public Welfare Commission 
administered a program for prevention and treat- 
ment of blindness, and paid for dentures of needy 
recipients. This state also added physicians’ services 
and hospitalization for all federally aided programs 
when the new subsidy became available. 


States with Total Medical Care Plans 

Before the 1956 Social Security Act amendments 
twenty-six states had set up broad medical care 
plans, either state administered or state supervised, 
which covered all categorical assistance recipients, 
and in some cases recipients of general assistance 
and the medically indigent as well. These states 
were: 

Alabama, Connecticut, Illinois, Indiana, Kansas, 

Louisiana, Maryland, Massachusetts, Michigan, 

Minnesota, Missouri, Nebraska, New Hamp- 

shire, New Jersey, New Mexico, New York, 

North Dakota, Ohio, Oregon, Pennsylvania, 

RHODE ISLAND, Texas, Virginia, Washing- 

ton, West Virginia, Wisconsin. 

In twelve of these states most of the services 
judged to be optimum by public health experts were 
presumably present in the state program, but one 
limitation or another prevented classification of the 
plan among those that cover full medical needs of 
all recipients of public assistance. 

Programs in the remaining fourteen states — 
Connecticut, Illinois, Maryland, Massachusetts, 
Minnesota, New Hampshire, New Jersey, New 
Mexico, New York, North Dakota, Oregon, Penn- 
sylvania, RHODE ISLAND, and Washington — 
cover all categorical assistance recipients according 
to state standards and furnish reasonably compre- 
hensive services, measured by the optimum yard- 
stick set up by public health experts. 

Cost schedules are established but quantity sched- 
ules, if any, may be exceeded with proper author- 
ization when medically necessary. No ceilings are 
set upon expenditures for the individual recipient 
or for the particular assistance program. In three 
states — New Hampshire, Oregon, and Washing- 
ton — the cost of total medical care must be within 
the funds available. This may also be the case in the 
other eleven states, but was not specifically stated 
to be so by respondents to the questionnaire. 

The 1956 amendments enabled West Virginia to 
establish a comprehensive program within the limi- 
tations of the funds available. Indiana, Kansas, 
Louisiana, Ohio and Wisconsin also removed one 
or more limitations on services. 
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Night hours need not be long for the asthmatic 
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DISTRICT MEDICAL SOCIETY MEETINGS 


WASHINGTON COUNTY MEDICAL 
SOCIETY 

The quarterly meeting of the Washington Coun- 
ty Medical Society was held at the Dunes Club, 
Narragansett, Rhode Island, on Wednesday, July 8, 
1959. The meeting was called to order by the presi- 
dent, Doctor Gordon Menzies, at 11:00 a.m. 

Unfinished Business: It was suggested that the 
secretary write letters to all those who are improp- 
erly listed in the telephone directory as practicing a 
specialty. Criterion for proper listing is the Roster 
of the Rhode Island Medical Society. 

The application of Doctor James Martin for 
membership in the Washington County Medical 
Society was read. It had been previously approved 
by the Board of Censors. It was moved by Doctor 
Jones to accept Doctor Martin’s application and the 
motion was seconded by Doctor Manganaro. His 
application was therefore approved. 

New Business: The public law in regard to driv- 
ing while intoxicated was brought to the attention 
of the members and a copy of the law was circu- 
lated. There was then a motion to adjourn. Motion 
was made by Doctor Walsh and seconded by Doctor 
Jones. 

Scientific Section: Doctor Charles J. Ashworth, 
Doctor Charles L. Farrell, and Mr. J. Lewis Eddy 
spoke on the Rhode Island Medical Society Physi- 
cians Service program. 

Members Present: Doctors Burbelo, Capalbo, 
Farago, Gale, Hathaway, Linwood Johnson, Jones, 
Kraemer, Manganaro, McGrath, Menzies, McIver, 
Murray, Nestor, O’Brien, Ogden, Phelan, Pinto, 
Singer, Tully, Turco, Walsh, Tatum, and Latham. 

Respectfully submitted, 
NeEIDA Q. OGDEN, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Rhode Island Medical 
Society Library on Monday, October 5, 1959. The 
meeting was called to order by the president, Doctor 
John C. Ham, at 8:30 P.M. 


Minutes of the Previous Meeting 
Doctor Ham noted that the minutes of the April 
meeting had been published in the Ruope IsLanD 


MeEpICAL JOURNAL and unless there was a correc- 
tion to be noted they would stand approved as pub- 
lished. There were no corrections offered, and the 
minutes were approved. 


Report of the Secretary 

Doctor Michael DiMaio, secretary, reported that 
at a recent meeting the Executive Committee, in 
addition to its task of reviewing all applications ior 
membership, took the following actions : 

1. It voted to invite the board of es .iners in 
medicine for the State of Rhode Island tu eet with 
the Committee to discuss the subject of medical 
licensure in this state. 

2. It reviewed a report from the Rhode Island 
Chapter of the National Foundation which included 
the notation that the Chapter will no longer pay 
physicians and surgeons fees, being of the opinion 
that the collection of a fee for a professional service 
should properly be a matter between the doctor and 
his patient. 

3. It commended the Entertainment Committee 
for the outstanding golf tournament and annual 
dinner held at the Point Judith Country Club and 
Dunes Club on June 24. 

4. It approved of the special listing in the classi- 
fied section of the telephone directory of the avail- 
ability of the Association’s Medical Bureau to assist 
in securing a physician in an emergency. 

5. It noted that the executive office had aided the 
Providence Fire Department in compiling informa- 
tion on the Rescue Squads for a story to be used in 
the JOURNAL OF THE A.M.A. 

6. It commended the executive office for assisting 
in securing a more favorable postal-rate in Provi- 
dence for the mailing of laboratory specimens to the 
state health department. 


Applications for Membership 

The secretary reported that the Executive Com- 
mittee had reviewed the applications for active 
membership of the following physicians and had 
recommended their applications for membership in 
the Association: Doctors Salvatore R. Allegra, 
Alesia Amodia, Albert A. Apshaga, John R. Ber- 
nardo, Jr., Simon L. Blumen, James B. Leach, 
Augustine M. McNamee, Kenneth B. Nanian, 
Zanoni Ortega, Clarence H. Soderberg, John R. 
Stuart, Joseph Tarantino, and John B. Thayer. 
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Announcements of the President 
Doctor John C. Ham noted that five members of 
the Association had died since the meeting held in 
April, and he called upon the members to stand for 
a moment of silent prayer for Doctors Francis V. 


Garside, Frank A. Cummings, Andrew W. 
Mahoney, Montafix Houghton, and Herbert 
Armington. 


Doctor Ham called attention to the regional meet- 
ing of the American College of Physicians to be held 
in Providence October 23 and 24, and he extended 
an invitation to members of the Association to 
attend these sessions. 


Scientific Program 
Doctor Ham introduced Doctor Raymond Adams 
of Boston, Chief, Neurological Service and Neuro- 
pathology, Massachusetts General Hospital; Bul- 
lard Professor of Neuropathology, Harvard Medi- 
cal School, who presented a clinical discussion of a 
case summary as follows: 


Rhode Island Hospital No. 599932 

White, female, married, age 71. First admission. 

Since patient was unable to give a reliable history, 
most of the information was obtained from patient's 
husband and daughter. 

She was admitted with chief complaints of dis- 
orientation and headaches of two weeks’ duration. 
She is known to have suffered from persistent se- 
vere epigastric pain for the past three years, but she 
refused to be seen by a physician. One year ago she 
had a “spell” of vague description for which she 
rested in bed for a few days. For the past six to 
eight months her husband had noted that she had 
become progressively weaker, but he had not been 
aware of any paralysis or focal signs. For the past 
two months patient had suffered frequent episodes 
of amnesia, lasting only a few minutes, but accom- 
panied by headache. A few days prior to admission 
she became obviously disoriented and restless. A 
physician was called, and she was admitted to the 
hospital. 

System review was not too satisfactory, but it 
was noted that bowels had moved the morning of 
admission and had been regular except for some 
constipation during the past week. Persistent black 
stools were said to have been present for at least six 
to eight months, and there had been loss of weight 
and appetite. 

Physical examination revealed an elderly female 
who appeared to be in acute distress, disoriented, 
and giving vague answers to questions. Her head 
was not remarkable. Pupils were equal and reacted 
promptly to light and accommodation. There was a 
probable slight ptosis of the left eve. No evidence of 
ocular paralysis. Ear, nose and throat examination 
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negative. Heart was not remarkable except for slow 
fibrillation, and lungs were negative. Blood pressure 
156/84. Abdomen was distended. Liver and spleen 
not palpable. Rectal examination negative. Vagina 
atrophic. Extremities showed no edema: there were 
some varicose veins and a healed ulcer scar on the 
left leg. Neurological examination revealed the fol- 
lowing : acute disorientation, absent reflexes of both 
lower extremities, bilateral Babinski and no evi- 
dence of hemiplegia. 

Admission laboratory data as follows: Hemo- 
globin 16.4 grams, WBC 15,550, differential P/76, 
L/19, M/3, E/2, microhematocrit 52, fasting 
blood glucose 96 and blood urea nitrogen 15. A 
repeat WBC was 11,800. Oddly, no urine was re- 
corded. Subsequent laboratory studies were as fol- 
lows: prothrombin activity 91%, total protein 5.1 
grams, serum albumen 3.2 grams, cephalin floccula- 
tion 0, repeat BUN 9, sedimentation rate 11.5 mm 
per hour, alkaline phosphatase 4.9. Repeat hema- 
tology on the eleventh hospital day yielded the 
following: Hemoglobin 14.0 grams, RBC 4.62. 
WBC 14,650, differential P/90, L/6, M/3, E/0, 
metamyelocyte/1, and microhematocrit 44. An ini- 
tial stool examination gave a negative benzidine test 
for occult blood, a subsequent one showed a slight 
trace, but a third yielded a 4+ benzidine test. Four 
blood cultures were sterile. Tuberculin test (PPD) 
was negative. Initial chest X ray revealed no signs 
of pulmonary neoplastic disease ; hilar shadows not 
remarkable; no effusion; normal cardiovascular 
shadow and normal diaphragm. X-ray films of the 
entire spine showed no evidence of primary or 
secondary neoplastic or other bone or joint pathol- 
ogy. Repeat chest X ray was also negative. EKG 
showed a grossly irregular rhythm due to flutter 
fibrillation. There was slight sagging of the ST seg- 
ments to the left of the precordium. The electro- 
cardiogram was considered abnormal because of the 
arrhythmia. 

Previous to her admission to Rhode Island Hos- 
pital patient had been in Woonsocket Hospital, 
where the following additional studies were per- 
formed. Skull films negative. Barium enema nega- 
tive. G.I. Series revealed a perforating gastric ulcer 
in the region of the gastric antrum on the lesser 
curvature. Three urines were essentially negative. 
one showing an occasional RBC. Sp.g. of one urine 
1.021. Lumbar puncture yielded 5ce of clear fluid ; 
total protein 164, globulin positive. 

Neurosurgical consultant who examined patient 
shortly after admission noted that “patient is ob- 
tunded with forced grasping out; cerebral metas- 
tases are suspected.” 

Neurological consultant reviewed the history and 
noted progressive weakness, amnesia, mental de- 
cline, incontinence and confusion. He noted on 


examination gray hair with remnants of yellow dye. 
continued on next page 
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Patient had vacant look and spoke in a whisper so 
that much of her conversation was lost. She acted 
facetiously and, when asked to stick out her tongue, 
replied : “I don’t want to be rude,” and smiled with 
a broad toothless grin. She followed most simple 
commands, After much repetition she extended 
hands forward without much lateralizing drift. 
There was a grasping tendency, however, of the left 
hand. Cranial nerve examination was not remark- 
able except for constant tendency to ignore left 
visual field when presented bilateral stimuli. She 
perceived a single stimulus in the left visual field 
well. The pupils were equal and reactive. Fundi 
showed no optic disc swelling. There were occa- 
sional hyaline yellow flecks throughout the retina. 
Tendon reflexes in the upper extremities were 
slightly more active on the left than on the right, 
but no Hoffman sign was present. There was 
plantar withdrawal response and bilateral Babinski 
signs. Lack of co-operation precluded sensory ex- 
amination. Language function, in particular com- 
prehension, was depressed. She could not remember 
or concentrate and facetiously gave her age as 29. 
The neurological consultant concluded: “Neck 
questionably stiff in full antiflexion. Carotid pulses 
equal in neck. Appears clinically like generalized 
cerebral disease and dementia, although right tem- 
poral or corpus callosum tumor is a definite possibil- 
ity. Chronic meningitis secondary to torula is an- 
other possibility.” 

Lumbar puncture was performed on the third 
day and gave an initial pressure of 210. Cell count : 
RBC/1, Polys/1, and lymphs/37. Spinal fluid glu- 
cose was 23 and protein 145; smear and culture 
showed no organisms and culture for fungus was 
negative. EEG was unsatisfactory because of poor 
co-operation. There was slightly greater slow activ- 
ity from the right hemisphere than from the left ; 
but it was felt that this might be artefactual and not 
certainly of cerebral origin. On the seventh day a 
ventriculogram was performed under surital anaes- 
thesia. On inserting the needles there was a gush 
of clear fluid from either side. Pneumoventriculo- 
gram showed moderate symmetrical dilatation of 
the lateral ventricles which were welt filled with air. 
The third ventricle was demonstrated and was 
slightly dilated. Air was also visible in the spinal 
canal. Fourth ventricle was not demonstrated. 
There was no distortion or displacement of the air- 
filled ventricles and the findings were ‘apparently 
due to cortical atrophy.” 


Course in Hospital 
Patient was in the hospital a total of 28 days. 
During the first two weeks temperature rose daily 
to levels of 101 and 102 (rectal), during the third 
week it remained under 100, but during the final 
week it gradually rose again to levels of 103 (rec- 


tal). Pulse was 60-90 during the first three weeks 
continued on page 831 
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but fluctuated to 120 during the final week. Respira- 
tions similarly rose from levels of 20 to 30, to 40 to 
50 during the last seven days. There was no striking 
change in her condition during the initial three 
weeks. It was noted on one occasion that she was 
“dull and lethargic, responds incoherently and is 
difficult to rouse for food and drink.” At other times 
she seemed brighter. Her course, however, was 
progressively downhill, and rapidly so during the 
fourth week. She was kept on Foley catheter drain- 
age because of incontinence. At times Cheyne- 
Stokes respirations were noted. During the last 
week she became completely stuporous and un- 
responsive. She exhibited nuchal regidity and her 
head was turned to the left. The house officer 
thought he detected a right hemiparesis but on the 
same day the nurses noted that the left arm was 
also slightly limp. There were no impressive 
changes in the vital signs. Toward the end patient 
developed a cough and respiration became labored. 
She expired quietly on the twenty-eighth day. 

Discussion by Doctors Adams and Williams 

Doctor Adams’s discussion of the diagnostic 
possibilities was a masterpiece despite the fact that 
his final diagnosis did not coincide with the patho- 
logical findings as presented by the neuropatholo- 
gist, Doctor Williams. 

Doctor Adams’ Diagnosis : 

1. Carcinoma of the stomach with local metas- 

tases and metastases to the meninges. 

Other possibilities : 

1. Tuberculosis of the meninges. 

2. Torula. 

Doctor Harold W.. Williams, Associate in Neuro- 
pathology: Chief, Department of Neurology and 
Psychiatry, Rhode Island Hospital, reviewed the 
pathology of the case as follows: 

1. Tuberculous meningitis. 

2. Tuberculous meningio-encephalopathy. 

3. Tuberculosis of both adrenal glands. 

4. Absence of pulmonary tuberculosis. 

Adjournment 


The meeting was adjourned at 10:15 p.m. 
Collation was served. 
Attendance was 91. 
Respectfully submitted, 
DiMaio, M.p., Secretary 
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PROVIDENCE MEDICAL ASSOCIATION 

A meeting of the Providence Medical Associa- 
tion was held at the Rhode Island Medical Society 
Library on Monday, November 2, 1959, The meet- 
ing was called to order by the president, Doctor 
John C. Ham, at 8:30 p.m. 

Doctor Ham stated that the minutes of the pre- 
vious meeting would not be read unless there was a 
request for a reading. He stated that the minutes 
would be published in the RHopE IsLAND MEDICAL 
JouRNAL. 

A 


A cements by the President 

Doctor Ham called to the attention of the mem- 
bers that on November 10 the voters of Providence 
will go to the polls to give their approval or dis- 
approval to three vital bond issues as follows : 

1. $4,600,000 for the city’s share in the $18,000,- 

000 Fox Point Hurricane Dam. 

2. $1,000,000 for school modernization. 

3. $300,000 for improvements to the water puri- 

fication plant in Scituate. 

He noted that all these bond issues are important 
measures, and he urged the members to give them 
careful consideration and to take time to go to the 
polls to vote upon them. 

Doctor Ham also called to the attention of the 
members the importance of the support by every 
member of the Benevolence Fund of the Rhode 
Island Medical Society, which seeks to aid physi- 
cians and their families. 

He also noted that on October 31 Doctor Albert 
H. Miller, president of the Association in 1925, and 
one of the state’s outstanding physicians, had died. 
The members present stood for a moment of prayer 
for Doctor Miller. 


Presentation of Membership Certificates 
Doctor Ham awarded membership certificates in 
the Association to those physicians elected to active 
membership at the October meeting. 


Report by Doctor William Reid 
The president called upon Doctor William Reid, 
delegate from the state Medical Society to the 
American Medical Association’s Legislative Con- 
ference held in St. Louis in October. Doctor Reid 
reviewed the highlights of the Conference which he 


attended, and he informed the members present of 
concluded on next page 


831 
Fon 
Hos- Color & || gus 
pital IP Appear- || Cul- 
Day ance ture 
3 210 Petes 23 0 0 
11 clear 0 
18 clear 23 
19 one clear = = 17 0 0 0 0 0 


832 


the dangers present in the legislative proposals be- 
fore the Congress to amend the Social Security Act 
to provide hospital and surgical benefits under a 
compulsory tax system. 


Panel on Physicians Service 

Doctor Ham introduced Doctor Charles J. Ash- 
worth, president ; Doctor Charles L. Farrell, secre- 
tary; Mr. J. Lewis Eddy, Director of Claims, and 
Mr. Stanley H. Saunders, executive director, of 
Physicians Service, each of whom discussed the 
operation of the Rhode Island Medical Society 
Physicians Service, reviewing in detail the pro- 
gram’s development and the problems with which 
it is currently faced. 

Following the formal presentation by the panel 
there was general discussion by the members 
present. 

The meeting was adjourned at 11:15 p.m. 

Collation was served. 

Attendance was 118. 

Respectfully submitted, 
DiMato, M.v., Secretary 
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THROUGH THE MICROSCOPE 
continued from page 805 

including everything from chickenpox and sore 
throats to appendicitis and broken legs—are con- 
centrated among children is documented in a report 
by the Public Health Service's National Health 
Survey, released recently. 

The report discloses that during the year ending 
June 30, 1958: 

—Young children suffered acute illnesses with 
twice the frequency of adults. The incidence rates 
for acute illnesses involving either restricted activ- 
ity or medical attention ranged from a high of 4.0 
occurrences a year for children under 5 to a low of 
2.0 occurrences for adults 25 and over. 

—On the other hand, adults over 25 averaged 
almost twice as many days of restricted activity 
from illness or injury as persons under 25. For dif- 
ferent age groups under 25, the days of restricted 
activity per person per year ranged from 13.2 to 
16.4, as compared with 24.1 days for adults over 25, 

—Home accidents among children under 15 years 
of age were the chief cause of injuries restricting 
activity or requiring medical attention. They were 
an important cause, along with motor vehicle and 
work accidents, of restricted activity in the 15-24 
age group. 

The report also gives figures, for persons under 
25, on impairments, limitation of activity and mobil- 
ity due to chronic conditions, hospital discharges, 
physician visits, and dental visits. 

The estimates are derived from interviews con- 
ducted for the National Health Survey by the 
United States Bureau of the Census with a repre- 
sentative sample of the civilian, non-institutional 
population. The information recorded about  in- 
dividuals is confidential and only statistical totals 
are published. 


Average Length of Hospital Stay 
Per Patient Declines 

Seven out of every ten persons admitted to hos- 
pitals stay seven days or less, the Health Insurance 
Institute reported recently. 

Some 88° of all admissions stay 14 days or less 
and 96% stay 30 days or less, the Institute added in 
its report on a United States National Health Sur- 
vey of hospitalization in the nation over a twelve- 
month period. 

Several studies have indicated that the average 
length of hospital stay per patient has declined con- 
siderably in the post-war years. Programs of all 
health insurance organizations, said the Institute, 
have been expanded to meet the needs of modern 
hospital services. 

A recent survey of 188 insurance companies dis- 
closed that all provided policies with benefits for 
more than 30 days of hospitalization, and that 174 
companies had policies with benefits for 90 days or 
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more, said the Institute. 

More than 123 million Americans had hospital 
expense insurance at the end of 1958. Insurance 
companies, Blue Cross, and independent health care 
plans paid benefits of $2.6 billion in 1958 for hos- 
pital care alone, out of a total of $4.7 billion in health 
insurance benefits, said the Institute. 

The National Health Survey revealed that wom- 
en were hospitalized more frequently than men but 
stayed for a shorter period of time. Women were 
hospitalized at a rate of 123 per 1,000 to 74 per 1,000 
among men, but stayed about seven days on the 
average to 11 days among men. 

The higher rate of admission among women was 
attributed generally to maternity which probably 
also played a significant part in the surprising find- 
ing that the highest hospitalization rate by age 
group came in the 15-24 bracket where 137 out of 
every 1,000 experienced a hospitalization episode. 
The lowest rate was among children under 15 where 
53 out of every 1,000 were hospitalized. 

By region of the United States, the highest hos- 
pitalization rate was in the Midwest, where 105 of 
every 1,000 persons entered the hospital during the 
year. The West had a rate of 100, the Northeast 
followed with 97, and the South had the lowest, 95. 

Of all admissions to the hospital during the year 
of the study, six out of 10 were surgically treated 
and four of 10 were not surgically treated. Surgical 
cases stayed, on the average, 7.5 days while non- 
surgical cases stayed 10.3 days. 

The study showed that 99 out of every 1,000 per- 
sons in the United States were hospitalized during 
the year, and that they stayed in the hospital an 
average of 8.6 days. 


Great Increase in Graduate Medical Training 

A remarkable post World War II increase in 
graduate medical training programs for physicians 
is described in the 33d annual report on grad- 
uate medical education in the United States, pre- 
pared by the American Medical Association's 
Council on Medical Education and Hospitals. 

The report's figures showed over 37,000 physi- 
cians taking graduate training in 1958-59. There 
has been a 50 per cent increase in available intern- 
ships and a 500 per cent increase in residencies from 
1941 to 1958. 

The report, appearing in the October 10th 
A.M.A. Journal, attributed the marked expansion 
in the immediate postwar years to the desire of 
young physicians to secure specialty training after 
being discharged from military service. 

Information in the report and an accompanying 
directory of approved internships and residencies 
help recent medical graduates plan further training. 
and aids administrators concerned with broad as- 
pets of graduate medical training. 

In 1941, there were 8,182 internships, the report 
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said. In 1958-59, there were 12,469, an increase of 
2,271 over 1957-58. In 1941, there were 5,256 resi- 
dencies. By 1958-59, this figure had increased to 
31,818, up 6,842 over 1957-58. The number of hos- 
pitals offering training stood at 1,435 in 1958-59, 
an irlcrease of 35. 

The number of unfilled available internship posi- 
tions remained at only 17 per cent. Sixteen per cent 
of the residency positions were unfilled compared to 
18 per cent in 1957-58, the report added. It also 
stated that the average number of intern positions 
for each hospital is 14.6, the highest in the past 
ten years. 

Internship positions mixed in several medical 
fields were 93 per cent filled; straight internships 
were 85 per cent filled. Rotating internships, which 
must include training on the medical, surgical, pedi- 
atric and obstetric services, were 83 per cent filled. 
As in previous years, straight internships in internal 
medicine showed the highest rate of occupancy — 
88 per cent, the report said. 

The report also showed : 

78.8 per 
cent of the available internships ; federal hospitals, 
4.5 per cent; nonfederal hospitals, 15.5 per cent, 
and private hospitals, 1 per cent. 

— The highest occupancy rate, 93 per cent, was 
in federal hospitals. Private hospitals had the lowest 
rate, 75 per cent. 

— Only 44 per cent of the positions offered in 
the Veterans Administration were filled. Intern- 
ships in the uniformed services had almost 100 per 
cent occupancy. 

— Hospitals in the New England area had 90 
per cent of their internship positions filled on Sept. 
1, 1958. As was true in past years, New Jersey, 
New York, and Pennsylvania are responsible for 
more than one-fourth of the internship training in 
the country. 

In residencies by specialty, the report showed 
surgery offering the largest number of positions, 
followed by internal medicine. Psychiatry held third 
place. 

These three plus pathology and obstetrics and 


~ gynecology accounted for approximately two-thirds 
y - 


of all the residency positions offered. 


Thirty Days in Complete Isolation in Space 

Volunteer air force pilots have been carefully 
screened and a group selected from which two men 
will be drawn for the first U.S. experiment in long- 
term simulated space flight, it has been disclosed by 
Lt. Col. George R. Steinkamp. 

Steinkamp, chief of the Department of Astroe- 
cology for the Air Force’s School of Aviation Medi- 
cine, said plans are being made to confine two of the 
volunteers in a space cabin simulator, a seven-ton 
device, eight feet high and twelve feet long, for a 


period of thirty days. 
continued on next page 
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Despite the physical problems of living in 
cramped quarters for an extended period, Stein- 
kamp said space medicine researchers expect the 
greatest stresses to be psychological. 

“The men who enter the cabin,” he said, “will be 
completely sealed off from the world to which they 
have grown so accustomed. Time will weigh heavily 
on their minds, and boredom will become their con- 
stant companion. The familiar day-night cycle they 
live by will be lost. Thirty days can be a very long 
time.” 

Steinkamp said the space cabin simulator is the 
first of its kind in the free world in which two men 
can live for as long as thirty days in complete isola- 
tion from the world, closely approximating condi- 
tions imposed by space travel. 

As a result of developments at Minneapolis- 
Honeywell, the astronauts will breathe and _re- 
breathe the same air and drink and re-drink the 
saine water. 

Starting with man’s most basic need, pure breath- 
ing air, Honeywell designed and built an atmos- 
phere control system with delicate sensing equip- 
ment to measure oxygen, carbon dioxide, nitrogen, 
and carbon monoxide. 

A complex system of controls automatically 
pumps in oxygen when needed, reduces carbon di- 


enjoy 
comfort, 
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oxide through the use of chemical absorption beds. 
pumps in nitrogen if required and catalytically fil- 
ters carbon monoxide. 

Provision was even made for astronauts who 
might enjoy a smoke. The system includes a high 
voltage electrostatic filter to ionize and trap dust 
and smoke particles. 

The space capsule is provided with heating and 
cooling elements for temperature control and a 
humidity control device that can pull moisture from 
the air and store it along with the water supply. 

Food for the simulated trip will be non-perishable 
so refrigeration is not required, but a heating ele- 
ment will be provided to warm up soup and coffee. 

The space capsule includes a panel with instru- 
ments which record environmental conditions and 
controls to alter these conditions. Also included are 
simulated space navigational controls for “flying” 
the capsule. 

Information from the space capsule is piped out- 
side to a highly instrumented console which will 
precisely record environmental conditions and occu- 
pant reaction for study by space medical researchers 
at Brooks Air Force Base. 

Atmospheric controls for the cabin are designed 
so that either the occupants or researchers at the 
outside console can vary the pressurization, oxygen, 
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carbon dioxide, temperature or humidity. Final 
control is in the hands of outside monitors. Cabin 
pressurization, for example, can be varied within a 
range of sea level to 28,000 feet. 

For their daily needs the space travelers will be 
allotted two quarts of water and 3000 calories of 
food. They will have two cubic feet of space, about 
the size of an overnight bag, to store their clothes 
and about two cubic feet of storage space for per- 
sonal belongings. 
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Health Gains Greatest in Western World 

Health levels in the Western world are at an all- 
time high, Health Information Foundation reports. 
The average life expectancy in the United States, 
England, France, and Sweden, for example, is now 
about 70 years—an increase of 20 years since 1901. 

Western countries have also shown remarkable 
progress in childbirth safety in this century. The 
maternal death rate is now only 4.1 per 10,000 live 
births in the United States, compared with 3.6 in 
Sweden, 4.8 in England, and 5.7 in France. 

Deaths from communicable diseases have 
dropped sharply throughout the Western world in 
recent years. In the last three decades, for example, 
tuberculosis mortality has declined more than 90 
per cent in the United States, England, and Sweden. 


trade mark, brand of Phenformin 
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Since 1900, Health Information Foundation re- 
ports, death rates have been more than cut in half in 
four Western countries. In 1900, the average mor- 
tality rate for the United States, England, France, 
and Sweden was 17 per 1,000 population ; by 1958 
the rate had dropped to just over 7 per 1,000. 


Two Decades of Crippled Children’s 
Program Reviewed 

A review of the first twenty years of operation of 
the crippled children’s program shows that the 
number of handicapped children served increased 
from an estimated 110,000 in 1937 to 313,000 in 
1957, Mrs. Katherine B. Oettinger, chief of the 
Children’s Bureau, has reported. 

During this period, the rate per 1,000 child popu- 
lation served doubled from 2.4 in 1937 to 4.7 in 
1957. 

The program to serve crippled children is made 
possible through a State-Federal partnership estab- 
lished by the Social Security Act of 1935. Both the 
Federal and State governments contribute finan- 
cially to its support. On the basis of their financial 
and medical resources, the states define crippling 
conditions they will accept for treatment. They 
operate the program through single state official 
agencies, utilizing hospitals and other treatment 


lowers blood sugar in mild, moderate, and 
severe diabetes, in children and adults 


the “full-range” oral hypoglycemic agent... 


FOR MORE DEPENDABLE RESPONSE, start your patients on DBI—entirely different from the sul- 
fonylureas in chemical structure, mode of action and spectrum of activity... usually effective 


in low dosage range (50 to 150 mg. per day). 


no clinical toxicity in over 3000 patients studied 
closely for varying periods up to nearly three 
years. 
On a “start-low-go-slow” dosage pattern, DBI is 
relatively well tolerated. Gastrointestinal reactions 
occur most frequently in dosages exceeding the 
practical maximum 150 mg. daily, but abate 
promptly upon reduction of dosage or withdrawal 
of DBI. 
The physician prescribing DBI should be thor- 
oughly familiar with its indications, dosage, 
possible side effects, precautions and contra- 
indications, etc. 

DBI (N!-f-phenethylbiguanide HCl) is available as 

white, scored tablets of 25 mg. each, bottle of 100. 


Write for detailed literature. 


u. s. vitamin & pharmaceutical corporation 
Arlington-Funk Laboratories, division 
_ 250 Bast 43rd Street, New York 17, N. Y. 


3 out of every 4 stable adult diabetics are satisfactorily 
and comfortably regulated with DBI. 


2 out of every 3 brittle diabetics (juvenile or adult) enjoy 
better stabilization and easier management with 
combination of DBI and injected insulin. The 
smooth, gradual onset of blood-sugar lowering 
action helps prevent dangerous shifts between 
hypoglycemic reactions and hyperglycemic keto- 
acidosis. 


sulfonylurea failures— secondary failures and pri- 
mary resistant patients may respond to DBI alone, 
or combined with a sulfonylurea. 


7 


$38 


centers. 

The Federal government, through the Children’s 
Bureau, offers consultation to the states, collects 
facts about new treatment methods, assists states in 
serving more children and helps finance the training 
of workers who will serve handicapped children. 


The Demand for Physicians’ Services 

Our population growth will call for an increased 
supply of physicians according to a recent issue of 
PATTERNS OF DISEASE, prepared by Parke, Davis & 
Company for the medical profession. 

In 1955, there were approximately 132 physi- 
cians per 100,000 persons in this country. However, 
it is estimated that our population will increase to 
such an extent by 1975 that the physician-popula- 
tion ratio will drop below that for 1955. To maintain 
this ratio, the equivalent of 20 new medical schools 
is needed, PATTERNS states. “Only in this way can 
the number of new physicians entering practice keep 
pace with expected population growth between 1955 
and 1975.” 

Facilities for medical care vary from state to 
state, PATTERNS reveals. In general, facilities are 
most adequate in the northeastern states. Washing- 
ton, D. C., Delaware and New York, respectively, 
have the greatest number of hospital beds available 
per 1,000 population and “of all states, New York 


Lt. Col. George R. Steinkamp inspects the interior of 
the space cabin to be used for the first U.S. experiment in 
long-term simulated space flight. The seven-tone space 
cabin simulator, built by the Minneapolis-Honeywell 
Regulator Company, will soon be “home” for two Air 
Force volunteers for a thirty-day period. 
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has the most favorable ratio” of physicians to popu- 
lation — 1 physician per 683 persons. 

Women use physician services more frequently 
than men. Age too plays a role, with children under 
5 and adults of both sexes in the older age group 
accounting for the highest number of physician 
Visits. 

Most visits take place in the physician’s office, a 
survey described in the publication reveals. The 
survey showed that about two thirds of these took 
place in the physician’s office as against about one 
ninth at the patient’s home, and one tenth at the 
hospital clinic. Home visits were three times more 
frequent for patients in the older age group. 

Most physician visits — about 70% — involve 
diagnosis and/or treatment. Of such visits, two 
thirds are related to chronic and one third to acute 
illness. General checkup accounts for about 10% of 
patient visits, immunization for about 7% and pre- 
natal and postnatal care for about 4%. 

When it comes to seeing patients, the general 
practitioner has the greatest national average daily 
patient load, averaging 18.5 patients a day. Second 
greatest load — about 17 per day — is carried by 
the pediatrician. 


Hospital Facilities Widely Extended in Decade 

The number of people in the United States with- 
out ready access to general hospitals has dropped 
from 10 million to 2.8 million since 1948, the Public 
Health Service reported recently. Even in the most 
rural areas only a small percentage of the population 
is now without nearby hospital facilities. 

This and other evidences of progress in hospital 
planning and construction, as well as needs for 
other types of health facilities, are shown in a new 
publication, The Nation’s Health Facilities—Ten 
Years of the Hill-Burton Hespital and Medical 
Facilities Program, 1946-1956, issued by the Pub- 
lic Health Service. The report includes a summary 
of the program to January 1, 1958. 

During the first ten years of the program, 3,047 
projects were approved for construction. In addi- 
tion to general hospitals, these new health facilities 
include homes, diagnostic and treatment centers, 
rehabilitation facilities, public health centers, and 
state health laboratories. Of the total cost of 2.5 
billion dollars, the state and local share was nearly 
1.7 billion, The remainder was provided by the fed- 
eral government. States with the greatest need and 
the lowest income have received the most federal 
funds per person, the publication shows. 


PROVIDENCE MEDICAL ASSOCIATION 
Regular Monthly Meeting 
Monday, February 1, 1960, at 8:30 P.M. 
Panel Discussion on Diabetes 
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whenever there is inflammation, 
swelling, pain 


VARIDASE 


STREPTOKINAS=-STREPTODORNASE LEDERLE 


Tablets 


a 
fast comeback... 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until VaripaAse stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 
had affected the increasing cellulitis. 


VarRIDASE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane ...and limits infiltration. 
Prescribe VARIDASE Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission. 
VaripasE BuccaL Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y 
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_ If she needs nutritional support... she deserves 


Vitamin-Mineral Supp!ement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
4 Pearl River, New York 


Wherever you go 
forget your telephone 


calls. We'll take them 


for you, day or night. 
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BOOK REVIEWS 


ATEXTPOOK OF MEDICINE. Edited by Rus- 
sell L. Cecil, M.D., Sce.D., and Robert F. Loeb, 
M.D., Se.D. Tenth Edition, W. B. Saunders Co., 
Phil., 1959. $16.50 


It has been the privilege of this reviewer to have 
the periodic opportunity of commenting upon the 
progress of medicine as reflected in the successive 
editions of this standard text. In this current edi- 
tion, thirty-eight new articles have been added — 
some describing new entities, such as primary 
hyperaldosteronism, ECHO viral infections, and 
carcinoidosis, but mainly adding subjects which are 
now regarded by the editors as sufficiently impor- 
tant to warrant individual discussions. The latter 
include thrombotic thrombopenic purpura, cystic 
fibrosis of the pancreas, hepatic coma, and agamma- 
globulinemia. 

Some sound advice on patient-physician commu- 
nication is given in a nontechnical foreword by 
Doctor Dana W. Atchley. 

This volume continues to hold its position as one 
of the two major American texts of medicine. The 
constant expansion of each edition, both in subject 
material and pagination, visibly documents contem- 
porary increase in medical knowledge. 

Irvinc A. BECK, M.D. 


DID YOU KNOW? 


e That from 1953 to 1958, total health insurance 
benefit payments increased 91% in comparison to a 
26% rise in the total number of persons with health 
insurance. 


e That the nation’s insurance companies paid an 
estimated $2.2 billion in health insurance benefits 
during the first nine months of 1959, an increase of 
9% over the same period in 1958. 


¢ That 42 million wage earners were protected 
against loss of income by formal plans at the end 
of 1958. 

¢ That an estimated one million Americans are 


confined to their homes because of chronic condi- 
tions affecting their health. 


Patronize Journal Advertisers 


SYNOPSIS OF TREATMENT OF ANOREC- 
TAL DISEASES by Stuart T. Ross, M.D., 
F.A.C.S., F.1-C.S. The C. V. Mosby Co., St. 
Louis, 1959. $6.50. 


This book is the first treatise in manual form on 
this subject to appear in three decades and is a 
synopsis of treatment of anorectal diseases. The 
format permits easy and rapid access to information 
concerning the case at hand in the essentials of 
diagnosis and treatment. 

The volume is an outgrowth of our times, stream- 
lined and devoid of extraneous verbiage. The more 
complicated treatment of anorectal diseases the 
author, judiciously, leaves to the specialist. 

The methods of diagnosis and treatment are 
based on those found effective in the author’s ex- 
perience. In many instances, the text is well illus- 
trated. 

The book was designed especially for the busy 
general practitioner. It should serve, also, as a guide 
for the medical student, the intern and the resident. 


TuHappeus A. KROLICKI, M.D. 


Fuller 
WMemorial Sanitarium 


Located on Rt. 1 
South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 

Physical, neurological, psychiatric and psychological exam- 
inations. 

Modern recognized psychiatric therapies. 

A pleasant homelike atmosphere in a beautiful and conveni- 
ently located institution. 

L. A. Senseman, M.D., F.A.P.A., Medical Director 

Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A. 

Oliver S. Lindberg, M.D. William H. Dunn, M.S.W. 

Max Faintych, M.D. Birtis Ingersoll, M.D. 

Referred patients are seen daily (except Saturdays) 9-12 A.M., 
and by appointment. 

R. |. Blue Cross Benefits Tel. Southgate 1-8500 


Special Rates for Long-Term Care 
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PROGRAMS FOR COMING MEETINGS 
of the 
PROVIDENCE MEDICAL ASSOCIATION 
113th ANNUAL MEETING 
Monday, January 4, 1960, at 8:30 P.M. 


“NUTRITIONAL FACTORS IN CARDIOVASCULAR DISEASE” 


FREDERICK J. STARE, M.D. 


of Boston, Massachusetts 


Professor of Nutrition and chairman of the Department of Nutrition 
of the Harvard School of Public Health; Associate in Medicine at the 
Peter Bent Brigham Hospital 


REGULAR MONTHLY MEETING 
Monday, February 1, 1960, at 8:30 P.M. 
PANEL DISCUSSION ON DIABETES 


Presented by 


SAMUEL B. BEASER, M.D. 
LEO KRALL, M.D. 
ALBERT RENOLD, M.D. 
all of Boston, Massachusetts 


Louis I. KRAMER, M.D. 
of Providence, Rhode Island 
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ILOSONE® 125 SUSPENSION 


(propiony! erythromycin ester lauryl sulfate, Lilly) 

deliciously 
decisively effective 
* exceptionally safe 


Each 5-cc. teaspoonful provides Ilosone Laury] Sulfate 
equivalent to 125 mg. erythromycin base activity. Supplied 
in bottles of 60 cc. 


INDIANAPOLIS 6, INDIANA, U.S. A. 
932661 


ELI LILLY AND COMPANY e 
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IN EPILEPSY... 
PREREQUISITE 
FOR 
PARTICIPATION: 
THERAPY 


With the use of medications, 
epileptic students may be enabled 
to participate in many of the same 
activities as other students.' 


REQUISITE 

FOR THERAPY: 
THE PARKE-DAVIS 
FAMILY OF 
ANTICONVULSANTS 


effective anticonvulsants 
for most 
clinical needs 


for control of grand mal and psychomotor seizures 


® KAPSEALS® “In the last 15 years several 

: an in new anticonvulsant agents have come into 
clinical use but they have not replaced 

diphenylhydantoin [piLtantin] as the most effective single agent for a 


variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.”? 


A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 
of 100 and 1,000. 


: @® KAPSEALS When it has been dem- 

of an in onstrated that the combination of 

Dilantin and phenobarbital is helpful 

in a patient and that these drug’ are well tolerated, the use of PHELANTIN, a 

capsule providing both drugs, is often a great morale builder because it 

enables the physician to reduce the total number of pills or capsules the 

patient is required to take. It is less expensive medication and it prevents 

the patient from manipulating the dosage.* PHELANTIN also contains meth- 

amphetamine (desoxyephedrine) to minimize the sedative effect of pheno- 
barbital. 


PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 


® KAPSEALS SUSPENSION mitontin is 

j 0 ii i ii one of the most effective agents for the 

treatment of petit mal epilepsy. Relatively 

free from untoward side effects, MiLONTIN Successfully reduces both the 

number and severity of petit mal attacks without increasing the frequency 

or severity of grand mal attacks in those patients with combined petit mal 

and grand mal epilepsy. Also, miLontin is considered an excellent choice 
for initiating therapy in untreated patients.*~¢ 


MILONTIN Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


® KAPSEALS ce ontin is effective in the 

0 rT i | treatment of petit mal and psychomotor 
epilepsy. It provides effective control with 

a minimum of side effects, frequently checks seizures in patients refrac- 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attacks in those patients with combined petit mal and grand mal 
seizures. For this reason, CELONTIN is useful in treating patients with more 
than one type of seizure and can be given in combination with Dilantin.7-'® 


CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


bibliogr. aphy : (1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams 
& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23:151, 1959. (3) Davidson, D. T., 
Jr., in Conn, H. F.: Current Therapy 1959, Philadelphia, W. B. Saunders Company, 1959, p. 512. 
(4) Smith, B., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. T.: New York J. 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954.-(7) Perlstein, M. A.: Pedi 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, S., & Pauli, L.: Pediatrics 19: 
1957. (9) Carter, C. H., & Maley, M. C.: Neurology 7:483, 1957. (10) Keith, H. M., & Rush 
J. G.: Proc. Staff Meet. May: 33:105, 1958. 
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How do they look 
in your Will? 


zy 


Want to test your Will for up-to-date- 
ness? Look through your photograph 
album for a family snapshot taken 
the same year you made your Will. If 
it bears little resemblance to your 
family today, chances are the “word 
picture” you used to provide for them 
in your Will is also obsolete. 

Your estate may have outgrown 


your Will, too. And there may be new 
hazards under today’s tax laws. 

Reviewing your Will from time to 
time is probably the quickest, most 
economical means of adding to your 
family’s security — and your peace 
of mind. 

We suggest you see your lawyer 
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This Panalba 
performance... 


: 


The Upjohn Company 


Kalamazoo, Michigan 


bronchitis 


... into a mixed culture of 
the four organisms 
commonly involved in 
bronchitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae and 
Staph. aureus (in this 
case a resistant strain) ... 
we introduce the five 
most frequently used 
antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
bronchitis . . . in all your 
patients with potentially- 
serious infections .. . 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


Panalb 


(Panmycin* Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first resort 


® 


Fam *TRADEMARK, REG. U.S. PAT. OF Fe 
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 angthing 
darling... 
as long as 


Our Mink collection of 
lovely scarfs, stoles, jackets 
and coats is priced from 
$99. to $6950. 


ATTENTION 
MEN! 
Your selection held 
and gift wrapped for 
Christmas. Any 
purchase cheerfully 
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AB EXTRA* 


Even if Abe 


wasn’t invited, 


give him some 


WARWICK 
CLUB 


PALE DRY 


GINGER ALE, | 


he deserves 


GEVRAL 


Vitamin-Mineral Supp!ement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


786 
New England's Largest Exclusive Furvi A 

400 Westminster Street 
*TRANSLATION: 

If he needs nutritional support... 
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tense 
and 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS*—400 mg. 
unmarked, coated tablets. 


meprobamate (WaHace) 


Wy WALLACE LABORATORIES / New Brunswick, N. J. 


CM-9470 


L 787 
patient i 


RHODE ISLAND MEDICAL JOURNAL 


For 100 years, rain 
or shine, through 
peace and war, the 
world-famous Big Ben 
has faithfully pro- 
claimed the hour to 

. citizens of London 


THAT ENDURE 


Good things endure...a work of art, 
a literary classic, a proud bridge ...a dependable 
pharmaceutical. Such is Desitin Ointment. For over 
35 years Desitin Ointment has endured as an incom- 
parable, safe way to prevent and clear up diaper rash 
...and as a soothing, healing application in wounds, 
burns, external ulcers and other skin injuries. 


Desitin® 
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‘For the first time 


CONVENIENCE and ECONOMY 


Science for the world’s well-being™ 


for that all-important first dose 

of broad-spectrum antibiotic therapy 
New 
TERRAMYCIN 


INTRAMUSCULAR 
SOLUTION 


Initiation of therapy in minutes after diagnosis 
with new, ready-to-inject Terramycin Intra- 
muscular Solution provides maximum, sustained 
absorption of potent broad-spectrum activity. 


...and for continued, compatible, 
coordinated therapy 


COSA-TERRAMYCIN’ 


oxytetracycline with glucosamine 


CAPSULES 


Continuation with oral Cosa-Terramycin 
every six hours will provide highly effective 
antibacterial serum and tissue levels for 
prompt infection control. 


The unsurpassed record of clinical effectiveness 


and safety established for Terramycin 
is your guide to successful antibiotic therapy. 


Supply: 


Terramycin Intramuscular Solution*® 
100 mg./2 cc. ampules 
250 mg./2 cc. ampules 


Cosa-Terramycin Capsules 
125 mg. and 250 mg. 


~Cosa-Terramycin is also available as: 


Cosa-Terramycin Oral Suspension — peach flavored, — 
125 mg./5 cc., 2 oz. bottle 
Cosa-Terramycin Pediatric Drops — peach flavored, 

5 mg./drop (100 mg./cc.), 10 cc. bottle 

with plastic calibrated dropper 


Complete information on Terramycin Intramuscular 


- Solution and Cosa-Terramycin oral forms is 


available through your Pfizer Representative or the 
Medical Department, Pfizer Laboratories. 
*Contains 2% Xylocaine® (lidocaine), trademark 

of Astra Pharmaceutical Products, Ine. 

PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., 
Brooklyn 6, N. Y. 


LEDERLE INTRODUCES... 


greater antibiotic activity 


Milligram for Milligram, DECLOMYCIN exhibits 2 to 4 times the 
activity of tetracycline against susceptible organisms. (Activity level 
is the basis of comparison—not quantitative blood levels—since 
action upon pathogens is the ultimate value.*) Provides significantly 
higher serum activity level... 


with far less antibiotic intake 


DECLOMYCIN demonstrates the highest ratio of prolonged activity 
level to daily milligram intake of any known broad-spectrum 
antibiotic. Reduction of antibiotic intake reduces likelihood of 
adverse effect on intestinal mucosa or interaction with contents. 


unrelenting peak 
antimicrobial attack 


The DECLOMYCIN high activity level is uniquely constant throughout 
therapy. Eliminates peak-and-valley fluctuation, favoring continuous 
suppression. Achieved through remarkably greater stability in body 
fluids, resistance to degradation and a low rate of renal clearance. 
*Hirsch, H. A., and Finland, M: 


New England J. Med. 260:108 
(May 28) 19%. 
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plus 


“extra- 
day” 
activity 


FOR PROTECTION 
AGAINST 
RELAPSE 


DECLOMYCIN maintains activity for 
one to two days after discontinuance 

of dosage. Features unusual security 
against resurgence of primary infection 
or secondary bacterial invasion — 

two factors often resembling a “resistance 
problem”—enhancing the traditional 
advantages of tetracycline . . . for 
greater physician-patient benefit 


in the distinctive dry-filled, 
duotone capsule 


immediately available as: 
DECLOMYCIN Capsules, 150 mg., 
bottles of 16 and 100. Adult dosage: 
1 capsule four times daily. 


LEDERLE LABORATORIES 
a Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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Industrial 
iving trust 


One of the most important 
benefits of Industrial’s Con- 
vertible Living Trust is its 
unique flexibility. Thanks to 
this flexibility, the type of 
investment service you re- 
ceive varies in accordance 
with your requirements. 

Under normal circum- 
stances, the Convertible 
Living Trust functions pri- 
marily as your investment 
“bookkeeper,” handling the 
time-consuming chore of de- 
tailed record keeping and 
other paperwork for you. 
You continue to exercise 
full control of your own 
investments. 

However, if at any time 
you become temporarily or 
permanently unable to 
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A SPECIAL INVESTMENT SERVICE 


FOR BUSY MEN 


actively manage your in- 
vestments, the automatic 
“convertibility’’ of this 
Trust permits Industrial 
National’s skilled trust offi- 
cers to assume management 
of your estate immediately 
— for as long a period as 
your circumstances require. 


Convertible Living Trust 
advantages: 


e You and your beneficiar- 
ies receive financial services 
conforming to your actual 
needs and circumstances at 
any given time 


e Helps avert financial 
losses in any “change-over” 
period 


e Assures maximum pro- 


tection of your investments 
if your beneficiaries lack in- 
vestment knowledge or 
experience 


e Takes care of burden- 
some paperwork for you, 
now and in the future 


Get full information today 
about our Convertible Liv- 
ing Trust. There’s no obliga- 
tion. Write to our Trust 
Department, Box 1466, 
Providence, or call JAckson 
1-9700, extension 534. 


Industrial 


NATIONAL BANK 


Member Federal Reserve System 
Member Federal Deposit Insurance Corporation 
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basic in exchange 


basic in 
cold control 


CORICIDIN Tablets 


formula 


chlorprophenpyridamine maleate. ..2 mg. 


phenacetin... 0.16 Gm. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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new hope for fetal sa 


DEL. 


The results of administering Delalutin 
before the 12th week of gestation to 82 
women with habitual abortion were reported 
recently by Reifenstein' in a compilation of 
data supplied by 45 investigators. Every 
patient had experienced at least three con- 
secutive abortions immediately preceding 
the treated pregnancy. More than 68° of 
these women were delivered successfully and 
uneventfully following Delalutin therapy. 
Boschann.? in a study of pregnancies with 
threatened abortion. found that: 
37% of 73 pregnancies were carried to 
term without progestational therapy 
64% of 42 pregnancies were salvaged 
by progesterone 
83° of 73 pregnancies were salvaged 
by Delalutin 
Eichner.* found that in Delalutin-treated 
women, fetal salvage of infants below term 


weight (1000 to 2000 gm.) was significantly 
improved. 108 (76°c ) of 142 babies of this 
birth weight survived without mothers receiv- 
ing progestational therapy. while 16 (100°) 
of 16 babies of this birth weight survived with 
mothers receiving Delalutin therapy. A com- 
parison study was made of a group of 
repeated aborters treated with Delalutin, 
and a group with a similar history treated 
with bed rest and sedation. Pregnancy 
salvage with Delalutin was twice that of the 
control group. Delalutin was found to be 
“highly active”, well-tolerated and_ long- 
acting. 

According to Tyler and Olson.” “These 
qualities of prolonged action and relative 
freedom from local reactions make 
{[Delalutin] a generally more desirable 
therapeutic agent for intramuscular use 
than progesterone... .” 
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DELALUTIN BABIES WHOSE MOTHERS WERE HABITUAL ABORTERS 


Randy Sinis 
Denver, Colo. 


Mary Ann Cribben 
Garden City, N.Y. 


Richard Miller 

Denver, Colo. 


Scott Knudsen Joanne | 


William Peller 
Norwich, Vt. Seafor 


Amy Sue Greenman 
Skokie, Ill. 


Lincolnwood, Ill. 


References: 1. Reifenstein, E. C. Jr.: Annals N. Y¥. Acad. Sc. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: ibid., p. 727. 3. Eic Avs E. : ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst, & Gynec. 76:279, 1958, 5. Tyler, E. T., and Olson, H. J.:J.4.M.A. 169 :1843, 1959. 
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improved 


progestational 
therapy 


SQUIBB HYDROPROGESTERONE CAPROATE 
DELALUTIN offers these advantages over other progestational agents: 


long-acting sustained therapy 
more effective in producing and maintaining a completely matured 
secretory endometrium 
no androgenic effect 
_ more concentrated solution requiring injection of less vehicle 

unusually well-tolerated. even in large doses 

fewer injections required 

low viscosity makes administration easier 
DELALUTIN is also potent and safe therapy for: threatened abortion; postpartum after- 
pains; amenorrhea. primary and secondary; dysfunctional uterine bleeding not associated 
with genital malignancy; infertility with inadequate corpus luteum function; production of 
secretory endometrium and desquamation during estrogen therapy; premenstrual tension; 
dysmenorrhea; cyclomastopathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and dosage: Supply: 
Because of its low viscosity, Delalutin may be admin- Delalutin is available in vials of 2 and 10 cc., 
istered with a small gauge needle (deep intragluteal each containing 125 mg. of hydroxyproges- 
injection). Complete information on administration terone caproate in sesame oil, and benzyl 
and dosage is supplied in the package insert. benzoate. 


TERM Each of these healthy, normal babies was born by a mother with a documented previous history 
of true habitual abortion, who was treated during her most recent pregnancy with DELALUTIN. 


Kenneth Michael Simonson 


‘ Elmont, L.1., N.Y. 
Nina Rutkowski 
Roselle, Ill. 


Joanne ‘Cidies one J. Gettemy Karen Mary Nedermen Daniel A. Fabrizio, Jr. 
Seaford, N.Y. Hartford, Conn. East Williston, N.Y. No. Massapequa, L.I., N.Y. 


SQUIBB ( Squibb Quality—the Priceless Ingredient 


IS A SQUIBB TRADEMARK, 
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Objective: Everyone 


The true community goal of Physicians Service can be best expressed in this 
way: there is virtually no person in Rhode Island who cannot have health 
care protection under Physicians Service. 


That statement sets Physicians Service apart from other health care plans 
which may drop members at age 60 or 65, or which do not cover families 
as such, regardless of the number of children. 


By extending protection to 510,000 people — 65% of the State’s eligible 
population, Physicians Service aims to protect everyone — including those 
who otherwise might not get necessary care. 


In aiming to reach those groups which “Can’t afford to be sick” or those 
who might postpone necessary operations, Physicians Service hopes to make 
its program as all-inclusive as possible. Thus it again provided more pro- 
tection to subscribers by adding on July Ist, substantial new benefits in 
mental, tuberculous and chronic cases. 


Physicians Service continues to broaden its protection whenever possible — 
to bring low cost surgical-medical-obstetrical benefits to every subscriber in 
Rhode Island. 


Better Health Care for More People Through 


Physicians Service 
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© prevent the 
"sequelae of u.r.i. 
relieve the 
‘symptom complex 


“Tetracycline-Antihist 


Tonsillitis, otitis, adenitis, 


.. Sinusitis, bronchitis or pneu- 


monitis develops as a serious 
bacterial complication in 
ee one in eight cases of 
acute upper respiratory 
infection.’ To protect and. 
-telieve the “cold” patient... 
ACHROCIDIN. 


* 


tetracycline). Each TABLET 
contains: ACHROMYCIN® Tetra- 
tine. (125 mg.); phenacetin 
caffeine (30 mg.); sali- 
{150 mg.); chlorothen 


ate Also as SYRUP © 


on estimate by Van Voller 


 LEDERLE LABORATORIES, 
‘a Division of 
AMERICAN CYANAMID- COMPANY, 
Pearl River, NewYork 


2 tablets or 
teaspoonfuls q.i.d. (equiv. 1 Gm. 


: 


The extra-firm mattress 


selected by over 9,000 doctors 
for their own use 


Assures both preventive and corrective support—used in 
more American homes than any other special design 


Sealy Posturepedic is the first mattress designed in cooperation 
with leading orthopedic surgeons to promote normal, healthful 
sleep among all persons. 


As a “corrective device” it serves those chronically afflicted with 
lower back syndromes. As a preventive measure Sealy Posturepedic 
brings deep spring buoyancy without bedboard hardness to every- 
one—plus the concomitant blessings of unexcelled comfort and 
extra-firm support. 


These are basic to good health. The therapeutic value of restful 
sleep is especially recognized during these tense and anxious days. 
Sealy Posturepedic eminently meets this need by supplying level 
spine support for proper relaxation of the limbs and human mus- 
culatory system. 


Over 9,000 doctors of medicine have tried and bought the Sealy 
Posturepedic mattress and matching foundation for their own use. 
We believe your investigation will firmly convince you of its dis- 
tinctive benefits, and, we would hope, merit your valued recom- 
mendation. 


Sealy POSTUREPEDIC’ 


NO MORNING 
BACKACHE 
from a too-soft mattress 


PROFESSIONAL DISCOUNT OF $39.00 


So that you may judge the quality of the Sealy Posturepedic for yourself, 
we offer’ a special Professional Discount on this mattress and foundation 
when purchased for your personal use. Limit—one full or two twin size sets. 


SEALY MATTRESS COMPANY ¢ Oakville, Conn. 


Enclosed is my check and letterhead. Please ship the Sealy Posturepedic Set(s) 
indicated below: 
1 Full Size (J 1 Twin Size [J 2 Twin Size [J 
RETAIL PROFESSIONAL 
Posturepedic Mattress each $79.50 (add state tax) $60.00 
Posturepedic Foundation each $79.50 (add state tax) $60.00 


NAME. 


RESIDENCE 
CITY. ZONE STATE. 


(This is a saving of $39.00 per set over the regular $159.00 retail price 
for mattress and matching foundation) ©Sealy, Inc., 1958 
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The first synthetic penicillin 


er MAJOR THERAPEUTIC | 
for general clinical use a 


Hace 


BLOOD LEVELS SAFER ORAL ROUTE IMPROVED 

TWICE AS HIGH PROVIDES HIGHER ANTIBIOTIC 

AS WITH BLOOD LEVELS THAN EFFECT FROM 
POTASSIUM INTRAMUSCULAR COMPLEMENTARY 
PENICILLIN V PENICILLIN G ACTION OF ISOMERS 
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ADVANTAGES ACCOMPANY MOLECULAR ASYMMETRY 


POTASSIUM PENICILLIN-152 


ANTIBIOTIC REDUCED HAZARD MANY 
ACTIVITY OF SERIOUS STAPH STRAINS 
DIRECTLY ALLERGENICITY MORE 
PROPORTIONAL BY SAFER SENSITIVE TO 
TO ORAL DOSE ORAL ROUTE SYNCILLIN 
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ORIGIN OF A NEW 
SYNTHETIC PENICILLIN 


In March, 1957, Dr. John C. Sheehan of the Massachusetts Institute of Technology 
announced the total synthesis of penicillin from common raw materials, thus solving 
a problem which had baffled research workers for more than 15 years. Although total 
synthesis was not commercially practicable, this work, sponsored by Bristol Laboratories, 
made possible the subsequent synthesis of new penicillins not occurring in nature. Later 
scientists at Beecham Laboratories in England discovered that a key intermediate 
(6-aminopenicillanic acid) could be produced by a fermentation process. With these 
achievements, large scale production of synthetic penicillins became feasible. 

Organic chemists at Bristol then embarked upon an intensive program to develop better 
penicillins. Over five hundred were synthesized and underwent preliminary screening. 
Forty-six showed sufficient promise to warrant further investigation. Extensive micro- 
biological, pharmacological, and clinical screening indicated that one compound, 
SYNCILLIN, had advantages of major importance over other penicillins. 

SYNCILLIN is the N-acylation product of 6-aminopenicillanic acid and a-phenoxypropi- 
onic acid (the phenylether of lactic acid). It is freely soluble in water and remarkably 
resistant to decomposition by acid. The acid stability of SYNCILLIN is equivalent to that 
of penicillin V at pH 2 and pH 3 at 37° C.! 


SIGNIFICANCE OF MOLECULAR ASYMMETRY 
AND ISOMERIC COMPLEMENTARITY 


SYNCILLIN has a molecular configuration similar to penicillin V, but contains an addi- 
tional CH, group so positioned as to render the adjacent carbon atom asymmetric. (In 
the formulae below, the added CH; group is shown in blue and the asymmetric carbon 


atom in red.) As a result, SYNCILLIN occurs as a mixture of two isomers. 


Each isomer has been synthesized in essentially pure form and found to possess distinctive 

‘chemical and biological properties. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. As produced, SYNCILLIN is a mixture of 
the L-isomer and the D-isomer. As will be shown later, the antibiotic effect of the 
clinically available mixture, SYNCILLIN, is greater than either isomer alone against many 
organisms. This phenomenon is referred to here as isomeric complementarity. 


POTASSIUM PENICILLIN V 


SYNCILLIN 


L-Ilsomer 


tou 
CH; 


SY NCILLIN 


major therapeutic advantages accompany molecular asymmetry 
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ISOMERIC COMPLEMENTARITY 
DEMONSTRATED IN VITRO 


The in vitro minimum inhibitory concentration (MIC) of sYNCILLIN and of each of its 
two component isomers was determined for a variety of common pathogens and labora- 
tory test organisms. As may be seen from Table 1, all three are highly effective against 
penicillin-susceptible staphylococci and against pneumococci, streptococci, gonococci, 
and corynebacteria; all are ineffective against Salmonella, E. coli, and other gram- 


negative coliform bacilli. 


SYNCILLIN was more active against many of the test strains including some streptococci 
and staphylococci than either of its components. This demonstrates in vitro the phe- 


nomenon of isomeric complementarity. 


TABLE 1 


Minimum Concentrations of SYNCILLIN and Components 
Required to Inhibit a Wide Range of Bacteria 


Minimum Inhibitory Concentration (MIC) .in Micrograms per Milliliter:. 


Bacillus anthracis 

Bacillus cereus 

Bacillus circulans ATCC 9961 

Corynebacterium xerosis 
*Diplococcus pneumoniae 
’ Escherichia coli ATCC 8739 

Gaffkya tetragena 

Micrococcus flavus 

Salmonella paratyphi A 

Salmonella typhosa 

Sarcina lutea ATCC 10054 

Shigella sonnei 

Staphylococcus aureus 209P 

Staphylococcus aureus var. Smith 

Streptococcus agalactiae ATCC 1077 

Streptococcus dysgalactiae ATCC 9926 

Streptococcus faecalis PC! 1305 
*Strept pyog 203 
*Streptococcus pyogenes Digonnet 

Streptococcus pyogenés 2320 
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ISOMERIC COMPLEMENTARITY 
CONFIRMED IN VIVO 


To determine the median curative dose (CD;.) mice were infected with 100 times the 
lethal dose of Staphylococcus aureus. Each penicillin being tested was administered intra- 
muscularly at the same time, and the dose required to cure half the animals determined. 
The greater effect of the mixture of the two isomers (SYNCILLIN) is shown in two 
independent experiments. (See Figure 1.) Note that isomeric complementarity is thus 


confirmed in vivo. 


FIGURE 1 — Median Curative Dose (CD,,) for Staphylococeus aureus (var. Smith) Infections — 
__ Experiment 1 


MANY STRAINS OF STAPHYLOCOCCI 
MORE SENSITIVE TO SYNCILLIN 


SYNCILLIN has been tested against a large number of strains of Staphylococcus aureus 
isolated from clinical sources. Many organisms resistant to potassium penicillin G and 


potassium penicillin V proved sensitive to SYNCILLIN. 


Wright? performed sensitivity studies on 54 strains, the majority of which were resistant 
or moderately resistant to penicillin V and penicillin G. Thirty-two (60% ) of the strains 
were sensitive to SYNCILLIN, approximately twice as many as with the other penicillins. 
(See Figure 2.) In two-thirds of the isolates, SYNCILLIN produced inhibition at concentra- 


tions lower than those required for either of the other antibiotics. One strain was more 


sensitive to penicillin G. 


FIGURE 2 — In Vitro Sensitivity of 54 Strains of Coagulase-Positive 
Staphylococcus aureus trom Clinical Sources 
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Per cent of Strains Susceptible 


Completely Susceptible Moderately Resistant Resistant 
SYNCILLIN Potassium Penicillin V Potassium Penicillin G 


Adapted trom Wright 


SY NCILLIN 


major therapeutic advantages accompany molecular asymmetry 


q 
2 


Phage Type 
Strain Number 


Of equal interest are the findings of White.* Six penicillin-resistant strains of staphylococci 
were isolated from hospital infections. None was sensitive to potassium penicillin V. All 
were sensitive to SYNCILLIN. (See Figure 3.) 


FIGURE 3 
Minimum Concentrations of SYNCILLIN Required to Inhibit 
Hospital Strains of Staphylococcus aureus Resistant to Potassium Penicillin V 


47/53/75 80/81 47175 80/81 52a 53/54 
c605 d262 d502 c872 c585 t197 


*Minimum Inhibitory Concentration (MIC) Micrograms per ml. MMB SYNCILLIN ME Potassium Penicillin V 


The efficacy of SYNCILLIN against the type 80/81 Staphylococcus (dangerous and wide- 
spread in hospitals) is worthy of special attention. 


The complementary action of the component isomers is also seen with strains of staphylo- 
cocci resistant to penicillins. Note that SYNCILLIN is more effective than either isomer 
against strains 52-34 and WR 188. (See Figure 4.) Against all three strains, SYNCILLIN is 


effective at concentrations below serum levels, while penicillins V and G are ineffective. 


FIGURE 4 
Minimum Inhibitory Concentrations (MIC) for Coagulase-Positive 
Penicillin-Resistant Strains of Staphylococcus aureus 


D-Isomer 

L-Isomer 

SYNCILLIN 

Potassium Penicillin V 
Potassium Penicillin G 


Staphylococcus aureus—strain no. 52-34 


10 MIC (mcg./ml.) 30 40 10 MIC (mcg./ml.) 30 40 


Staphylococcus aureus—strain no. 52-75 Staphylococcus aureus— strain no. WR 188 


Isomeric complementarity has thus been demonstrated for: 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figure 1) 


—— penicillin-resistant staphylococci in vitro (Figure 4) 
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ISOMERIC COMPLEMENTARITY 
SHOWN BY REDUCED RATE OF 
INACTIVATION BY PENICILLINASE 


Bacterial resistance to penicillin has been attributed to the action of penicillin-inactivating 
enzymes produced by the invading organisms.* As shown in Figure 5, SYNCILLIN is less 
affected by staphylococcal penicillinase than either of its component isomers — a further 


demonstration of isomeric complementarity. Further, SYNCILLIN is shown to be less 
inactivated by this enzyme than penicillin V and penicillin G. 

Resistance to SYNCILLIN develops in a slow, step-wise manner characteristic of other 
penicillins, in contrast to the usually rapid development of resistance to streptomycin. 


FIGURE 5—Effect of Staphylococcal Penicillinase on Different Penicillins 


i 0 25 50 75 100 

a ° ; 
L-lsomer i 
SYNNCILLIN 


HEE Potassium Penicillin V 
Potassium PenicillinG © 


Per cent inactivation in one hour 


a ANTIBIOTIC ACTIVITY DIRECTLY 
; PROPORTIONAL TO ORAL DOSAGE 


Cronk® studied blood levels after administering varying amounts of SYNCILLIN. (Figure 
6.) Total antibiotic activity (obtained by measuring areas under curves with a planimeter) 
increases rapidly as the dose is doubled. These data show that increased dosage markedly 
increases serum concentration and thus may enhance the drug’s effectiveness. 


FIGURE 6 
Serum Levels With Varying Dosage Antibiotic Activity With Varying Dosage 
“Scale units of area under curve of blood levels 
as measured by planimeter. 
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Area under Blood Level Curve (Scale Units) 
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BLOOD LEVELS TWICE AS HIGH AS WITH 
POTASSIUM PENICILLIN V AFTER ORAL 


ADMINISTRATION 


Wright® performed comparative crossover blood level 
studies on volunteer subjects receiving equivalent 
amounts of potassium penicillin V and SYNCILLIN. 
The peak concentrations attained during the first 
hour after administration were twice as high with 
SYNCILLIN. 


The total antibiotic activity as measured by the area 
under the curves (see Figure 7) indicates an almost 
2 to 1 superiority of SYNCILLIN (1606) over potas- 
sium penicillin V (860). 


The higher blood levels may be of value with organ- 
isms of only moderate penicillin-sensitivity where 
doubling the blood concentration may be essential 
for effective bactericidal action. In addition these 
higher levels may be necessary where there is infec- 
tion in areas with a poor blood supply.“ Under these 
circumstances a higher blood concentration may 
provide the increased diffusion pressure required to 
deliver adequate amounts to the tissue. 


BLOOD LEVELS 
MUCH HIGHER 
THAN WITH 
INTRAMUSCULAR 
PENICILLIN G 


In addition, blood levels attained with oral SYNCILLIN® 
are much higher than those with intramuscular pen- 
icillin G.8«> (See Figure 8.) Note that the level at 
one hour for SYNCILLIN (3.8 mcg./ml.) is more than 
twice as high as with procaine penicillin G, even 
when reinforced with potassium penicillin G (1.6 
mcg./ml.). Since penicillins are bactericidal, these 
intermittent high serum levels can be clinically sig- 
nificant. Thus, SYNCILLIN offers the promise of 
superior efficacy via the safer oral route. 


FIGURE 7 
20 Subject Crossover 
250 mg. Single Do 
mm SYNCILLIN’ 


Potassium Penicillin V 


area= 1606 
2.0 


Average Serum Concentrations (mcg./ml.) 


area= 


FIGURE 8—Serum Levels after Oral 
Administration of SYNCILLIN (250 mg.) and after 
Intramuscular Injection of Penicillin G 


40 

= SYNCILLIN 
(400,000 units)— 
20 Patients 


== Procaine Penicillin G 
(600,000 units)— 
9 Patients 


= Procaine Penicillin G 
(600,000 units) + 
Potassium Penicillin G 
(400,000 units)— 
14 Patients 
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Average Serum Concentrations (mcg./ml.) 
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REDUCED HAZARD OF SERIOUS 
ALLERGENICITY BY SAFER ORAL ROUTE 


SYNCILLIN has been administered in multiple doses to 437 patients and volunteers. One 
patient developed itching during therapy, possibly an allergic side effect. Another had a 
purpuric rash, but no relationship to SYNCILLIN was established. No reactions were 


observed in 9 patients with a known history of sensitivity to penicillin. 


While the above data suggests the possibility of reduced allergenic hazard, no definite 
conclusions may be drawn at this time. The usual precautions for oral penicillin therapy 
should be observed. Patients with histories of asthma, hay fever, urticaria, or previous 
penicillin-sensitivity should especially be watched carefully. Since SYNCILLIN is admin- 
istered orally, it may be expected to be safer than parenteral penicillin. 


As Flippin® recently stated, “...it is well established that serious allergy to the drug 
[penicillin] is most likely to occur following parenteral administration, especially after 
repeated intramuscular injections; the oral route is least likely to initiate severe hyper- 
sensitivity reactions. This can be explained partly by the fact that when reactions develop 
following oral medication, they are usually slow enough to treat symptomatically; thus 
the progression of the reaction can usually be interrupted. ... In view of the relatively 
high incidence of severe allergy to injectable penicillin, it would seem advisable to employ 
oral penicillin routinely, except in the control of infections involving the blood stream, 
endocardium, meninges, etc., in which cases the parenteral route remains the preferred 


treatment.” 


SYNCILLIN, like other penicillins, is essentially free of other toxicity. No hematopoietic, 
hepatic, or renal toxicity was observed in 210 volunteers receiving 1 gm. daily for 2 to 3 


weeks.1° 


CLINICAL EFFICACY DEMONSTRATED 
IN PENICTILLIN-SENSITIVE INFECTIONS 


Clinical trials conducted by Blau and Kanof,'! White,!* Prigot,!* Robinson,!* Dube,!® 
Ferguson,'® Rutenburg,'!* Richardson,'* Bunn,!® Cronk,* Kligman,!® and Yow 2° dem- 


onstrated the efficacy of SYNCILLIN in a variety of streptococcal, staphylococcal, pneumo- 
coccal, and gonococcal infections. Conditions treated included respiratory, skin, soft 
tissue, wound, and chronic urinary tract infections; acute gonorrhea; cellulitis; septicemia; 
otitis media; gingivitis; and Vincent’s angina. In a few patients SYNCILLIN was used for 


rheumatic fever or gonorrheal prophylaxis. 


One hundred seventy-two of one hundred ninety-six patients responded favorably to 
SYNCILLIN. The failures included 1 patient with pustular dermatoses, 10 elderly patients 
with chronic urinary tract infections, 1 patient with gonorrhea, 1 patient with a gram- 
negative infection, and 10 patients with staphylococcal infections. Lack of response of 
staphylococcal infections was attributed to the presence of resistant organisms or local 


suppurative foci requiring drainage. 
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Relatively few side effects were encountered. One patient experienced moderate itching 
of the skin which was controlled by an antihistamine. Another reported pruritus ani 
which did not interfere with therapy. Diarrhea occurred in 4 instances. There was one 


purpuric rash, but no relationship to SYNCILLIN could be established. 


Clinical response usually begins within 24 hours in infections susceptible to SYNCILLIN. 
Recovery occurs in 4 to 7 days depending upon the severity of the infection. Gonorrheal 
infections respond very promptly to SYNCILLIN; 500 mg. b.i.d. for two days usually 


produce bacteriologic cures. 


IMPROVED ANTIBIOTIC EFFECT FROM 
COMPLEMENTARY ACTION OF ISOMERS 


SYNCILLIN is a mixture of isomers. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. Furthermore, the D- and L-isomers 
have other distinguishing chemical, pharmacological, and microbiological properties. 
Their in vivo and in vitro activities differ for many important pathogens. Against many 
of the organisms tested, the combination of isomers (SYNCILLIN) is much more active 
than the stronger isomer alone. This phenomenon of isomeric complementarity is not 


always demonstrable, for in a few instances SYNCILLIN is slightly less active. 


Isomeric complementarity has previously been demonstrated in vitro (Figure 4) and 
in vivo (Figure 1). Figure 9 reveals a third form of superiority related to isomeric com- 
plementarity. Equal concentrations of SYNCILLIN and penicillin V were required to inhibit 
this growth of staphylococci in vitro. But, in vivo, a much smaller amount of SYNCILLIN 
(one-third that of penicillin V) was effective in an experimental infection with the same 
strain. These observations on complementary action indicated the advantage of producing 


the mixture of isomers as the medication to be made available for clinical therapy. 


FIGURE 9— Comparison of CD, and MIC Values Against Staphylococcus aureus (var. Smith) 


SYNCILLIN 

Potassium Penicillin V 

0.125 0.10 0.075 0.050 0.025 0 0 0.25 0.50 0.75 10 


Isomeric complementarity has thus been demonstrated for: 

——= certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figures 1 and 9) 

—— penicillin-resistant staphylococci in vitro (Figure 4) 


—— staphylococcal penicillinase antibiotic inactivation (Figure 5) 


SY NCILLIN 


major therapeutic advantages accompany molecular asymmetry 


MIC (meg/ml,) CDso(mg/kg) 
; 


Indications: 
SYNCILLIN is recommended in the treatment of infections caused by pneumococci, strep- 


tococci, gonococci, corynebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective against certain strains of staphylococci resistant to other penicillins. 


SYNCILLIN, like other oral penicillins, is not recommended at the present time in deep- 
seated or chronic infections, subacute bacterial endocarditis, meningitis, or syphilis. 


Dosage: 
125 mg. or 250 mg. three times daily, depending on the severity of infection. Larger 


doses (e.g., 500 mg. t.i.d.) may be used for more severe infections. SYNCILLIN may be 


administered without regard to meals. 


Beta hemolytic streptococcal infections should be treated with SYNCILLIN for at least 


ten days. 


Precautions: 
While present data suggest the possibility of reduced allergenic hazard, no definite conclu- 
sions may be drawn at this time. Therefore the usual precautions with oral penicillin 
therapy must be observed. Patients with histories of asthma, hay fever, urticaria, or pre- 


vious reactions to penicillin should be watched with special care. 


Diarrhea has been reported occasionally following heavy dosage. If this occurs, the 


interval between dosages should be lengthened. 


If superinfection occurs during therapy, appropriate measures should be taken. 


Since some strains of staphylococci are resistant to SYNCILLIN as well as to other penicillins, 
cultures and sensitivity tests should be performed where indicated by clinical judgment. 
As is true with all antibiotics, clinical response does not always correlate with laboratory 


bacterial sensitivity reports. 


Supply: 
125 and 250 mg. tablets, bottles of 25 and 100. 125 mg. powder for oral solution, 60 ml. vials. 


References: 1. Lein, J.: Microbiology report to Bristol Laboratories Inc. 2. Wright, W. W.: Microbiology report to Bristol Labora- 
tories Inc. 3. White, A. C.: Microbiology report to Bristol Laboratories Inc. 4. Dubos, R. J.: Bacterial and Mycotic Infections of 
Man, 3rd edition, Philadelphia, J. B. Lippincott Co., p. 690. 5. Cronk, G. A.: Clinical report to Bristol Laboratories Inc. 6. Wright, 
W. W.: Clinical report to Bristol Laboratories Inc. 7. Kass, E. H.: Am. J. Med. 18:764 (May) 1955. 8a. White, A. C.; Couch, R. A.; 
Foster, F.; Calloway, J.; Hunter, W., and Knight, V.: in Welch, H. and Marti-Ibafez, F.: Antibiotics Annual — 1955-1956, Medical 
Encyclopedia, Inc., New York, 1956, p. 490. b. Data on file — at Bristol Laboratories. 9. Flippin, H. F.: Pennsylvania M. J. 62:864 
(June) 1959. 10. Kligman, A.: Clinical report to Bristol Laboratories Inc. 11. Blau, S., and Kanof, N.: Clinical report to Bristol 
Laboratories Inc. 12. White, A. C.: Clinical report to Bristol Laboratories Inc. 13. Prigot, A.: Clinical report to Bristol Laboratories 
Inc. 14. Robinson, C.: Clinical report to Bristol Laboratories Inc. 15. Dube, A. H.: Clinical report to Bristol Laboratories Inc. 16. 
Ferguson, B.: Clinical report to Bristol Laboratories Inc. 17. Rutenburg, A. M.: Clinical report to Bristol Laboratories Inc. 18. Rich- 
ardson, J. H.: Clinical report to Bristol Laboratories Inc. 19. Bunn, P. A.: Clinical report to Bristol Laboratories Inc. 20. Yow, 
E. M.: Clinical report to Bristol Laboratories Inc. 
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THE WASHINGTON SCENE 


(A Report Prepared by the Washington Office 


of the American Medical Association ) 


A SPECIAL COMMITTEE Of consultants to the Fed- 

eral government has recommended what was 
termed an urgent, essential program designed to 
maintain the present ratio of physicians in a sharply 
expanding population. 

Doctor Leroy E. Burney, Surgeon General of the 
Public Health Service, gave his personal approval 
to the recommendations made by his 22-member 
Consultant Group on Medical Education after about 
a year’s study. But he said he couldn’t indicate yet 
“the extent to which they can be incorporated” in 
next year’s proposals of the Department of Health, 
Education and Welfare. 

The Consultant Group recommended expansion 
of existing medical schools and construction of 20 
to 24 new ones with Federal help, federal scholar- 
ships for medical students, and greater efforts in the 
field by states, local communities, foundations, in- 
dividuals, industry and voluntary agencies. 

The Group said the present ratio of 133 doctors 
of medicine and 8 doctors of osteopathy per 100,000 
population is “a minimum essential to protection of 
the health of the people of the United States.” 

To maintain this ratio the Group said, “the num- 
ber of physicians graduated annually by schools of 
medicine and osteopathy must be increased from 
the present 7,400 a year to some 11,000 by 1975— 
an increase of 3,600 graduated. 

“To meet the country’s need for physicians for 
medical care, teaching, research and other essential 
purposes will require an immediate and strenuous 
program of action by the nation as a whole,” the 
Group’s 95-page report stated. 

“This program must safeguard and improve the 
quality of medical education as well as bring about 
the needed substantial increase in the number of 
physicians.” 

The No. 1 recommendation of the Group was for 
the Federal government to appropriate over the 
next 10 years funds—estimated at about $500 mil- 
lion “on a matching basis to meet construction needs 
for medical education,” including necessary teach- 
ing hospitals. 

“The Consultant Group is convinced that the 
nation’s physician supply will continue to lag behind 
the needs created by increasing population unless 
the Federal government makes an emergency 
financing contribution on a matching basis toward 
the construction of medical school facilities,’ the 
report said. 


The Group also said research grants to medical 
schools “should cover full indirect costs so that 
medical schools are properly reimbursed for the 
contribution of medical education to medical re- 
search.” 

These two recommendations were in line with 
American Medical Association positions on the 
matters. 

The Group also urged “more generous public and 
private support for the basic operations of medical 
schools.” Such support, the report added, “must 
come from many sources, including state and local 
appropriations, endowments, gifts and grants, uni- 
versities, and reimbursement for patient care.” 

Most of the consultants were physicians or edu- 
cators. They included Doctor Julian Price of Flor- 
ence, S. C.,a member of the A.M.A. Board of Trus- 
tees, and Doctor Edward L. Turner, director of the 
A.M.A. Division of Scientific Activities. 

Highlights of the Group’s report included : 

—To maintain the present physician-population 
ratio, the expected 1975 population of 235 million 
will require a total of 330,000 doctors of medicine 
and osteopathy. 

—There also must be 12,000 entering students in 
1971, as against about 7,600 a year now. 

—“Ina very real sense, the needs for physicians 
cannot be met by numbers alone. They will be met 
only as an expanded program maintains and en- 
hances the quality of medical education.” 

—The entry of more physicians into research, in- 
dustrial medicine and similar activities “has made 
possible much of the progress of modern medicine.” 
But it also has resulted in “relatively fewer physi- 
cians devoting full time to patient care.” 
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Triamcinolone LEDERLE 


anti-inflammatory and antiallergic levels ARISTOCORT means: 


* freedom from salt and water retention 

* virtual freedom from potassium depletion 

* negligible calcium depletion 

* euphoria and depression rare 

* no voracious appetite—no excessive weight gain 

* low incidence of peptic ulcer 

* low incidence of osteoporosis with compression fracture 
ations: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
natoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
autions: With arisTocort all traditional precautions to corticosteroid therapy should be ob- 

d. Dosage should always be carefully adjusted to the smallest amount which will suppress 
toms. After patients have been on steroids for prolonged periods, discontinuance must be 
led out gradually. 


blied: Scored tablets of 1 mg. (yellow): 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
tate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./cc.). 


sage hy Feinberg, S.M., Feinberg, A.R., and Fisherman, 
E.W.: J.4.M.A. 167:58 (May 3) 1958. 2. Epstein, J.I. and Sher- 
—_ H.: Connecticut Med. 22 :822 (Dec. ) 1958. 3. Friedlaender, S. 
Fri dl A.S.: ibi Med. & Clin. Ther. 5:315 
‘es 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167:973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.: Ann. Rheum, Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14. Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54:648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.A.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.A.M.A. 
167:1590 (July 26) 1958. 18. MeGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
(Dec.) 1958. 19. a on Drugs: J.A.M.A. 169:257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleisehmajer, R., and Rosenthal, A.R.: 
J.A.M.A. 165 :1821 (Dec. 7) 1957. 


ke) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


RHODE ISLAND MEDICAL JOURNAL 


COMPOUND 


COLD TABLETS 


“Syndromatic” of the Common Cold 
and Allergic Rhinitis 


Peet PROTECTION from Nasal Stuffiness 
provide —Neo-Synephrine HCI, 5 mg. — first choice in decongestants. 
PROTECTION— | PROTECTION from Aches, Fever 
through the — Acetaminophen, 150 mg. — modern analgesic, antipyretic. 
full range of | | PROTECTION from Allergic Symptoms 
cold symptoms —Thenfadil® HCl, 7.5 mg. — effective antihistaminic. 
PROTECTION from Lassitude, Depression 
— Caffeine, 15 mg. — dependable, mild stimulant. 


“DOSAGE: Adults—2 tablets three times daily, 
TORIES Children from 6 to 12 
York 18, 1 tablet three times daily. 
Bottles of 20 and 100 tablets. 3 
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ee iron tastes good! Each daily cherry- 
)« flavored teaspoonful dose (5 cc.) contains: 


I-Lysine HCI 


help restore the normal blood picture—iron as ferric Vitamin B,. Crystalline 
Thiamine HCI (B,) 


rophosphate to restore or maintain normal hemoglobin. 
pyrophosp 8 Pyridoxine HCI (B,) 


boost appetite and energy—vitamins ...B,, Bs and Bis. Ferric Pyrophosphate (Soluble) 250 mg. 


upgrade low-grade protein—cereals and other low Iron (as Ferric Pyrophosphate) 30 mg. 
Sorbitol 3.5 Gm. 


protein favorites of children, upgraded by I-Lysine, 
work with meat and other top protein to build "4 AICOWOI .....-oesoesscesseeseenseen 0.75% 
stronger bodies. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


Lysine-Vitamins Lederle 


Bottles of 4 and 16 fil. oz. 
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If they need nutritional support... 


they deserve 


GEVRAL 


Vitamin-Mineral Supplement Lederle 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


For Quality Erjoy the | 
unigue refreshment of sparkling Coca’Cola 
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Why should I use 
KANTREX?® Injection* 
when there are 
so many other 
antibiotics available? 


Because KANTREX Injection is bactericidal 
to a wide variety of organisms, including 
many that are highly resistant to the other 


antibiotics** 10, 12, 13,17, 18,20, 21,23, 24, 25,27, 30,33, 35,37 


—organisms such as Staph. aureus, 
Staph. albus, A. aerogenes, E. coli, H. 
pertussis, K. pneumoniae, Neisseria 
sp., Shigella, Salmonella and many 
strains of B. proteus. 


Q But if I use KANTREX Injection, won’t that 
help make bacteria resistant to it also? 


Next page, please......... 


*Kanamycin sulfate injection (Bristol) 
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But if I use KANTREX Injection, won’t that help make 
bacteria resistant to it also? 


A A very good question, but it is reassuring to note that 
in almost two years of clinical use of KANTREX for the 
treatment of infections for which it is recommended, 
the emergence of KANTREX-resistant bacterial popu- 
lations has not been a problem. 


} My impression is that KANTREX is just another neomy- 
cin. Isn’t that so? 


A Indeed not. The only thing KANTREX and neomycin 
have in common is a similar antimicrobial spectrum. 
Otherwise, they’re very different: they have different 
chemical structures; the toxicity of KANTREX is “much 
less than that of neomycin”; and clinically, KANTREX 
Injection is practical for systemic administration rou- 
tinely, while neomycin is not. 


) You mean that KantrREx Injection doesn’t have the 
nephrotoxicity of neomycin? 


A Precisely. It’s true that when KantrEx Injection is 
used, urinary casts — even slight albuminuria or micro- 
scopic hematuria — may appear, especially in poorly 
hydrated patients, but this does not reflect any pro- 
gressive damage to the kidneys. These signs promptly 
disappear on adequate hydration or termination of 
therapy. 


..) Then why do you recommend reduced dosage in pa- 
tients with renal impairment? 


A Because renal impairment causes an excessive accumu- 
lation of KANTREX in the blood and tissues, when usual 
doses are administered. Since KANTREX Injection is ex- 
creted entirely by the kidneys, renal impairment leads 
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to unnecessarily high and prolonged blood levels; and 
such excessive concentrations increase the risk of oto- 
toxicity. 


(.) Is that why we see reports of patients developing 
hearing loss during KANTREX Injection therapy? 


A Yes. A study of the few reported cases in which pa- 
tients have suffered impaired hearing will show that 
in every instance they had pre-existing or concurrent 
renal impairment, yet received usual or excessive doses 
of KANTREX Injection. Dosage recommendations for 
KANTREX Injection emphasize that in patients with 
renal dysfunction, adequate serum levels can be 
achieved with a fraction of the dose suggested for pa- 
tients with normal kidney function — with minimal 
risk of ototoxicity. 


‘) Since urinary tract infections are often accompanied 
by renal impairment, does that mean I shouldn’t use 
KANTREX Injection in such conditions? 


A Not at all. With proper precautions, KANTREX Injec- 
tion is an excellent drug for the treatment of urinary 
tract infections, especially those due to Proteus, A. 
aerogenes and E. coli, even when renal impairment is 
present. 


(.) What are the “proper precautions” in a patient with 
. . 
impaired renal function? 


A The package literature covers them in detail. First, the 
daily dose should be reduced in such a patient. Then, 
if he is going to receive KANTREX Injection for 7 days - 
or more, a pre-treatment audiogram shouid be done, 
and it should be repeated at appropriate intervals dur- 
ing therapy. If tinnitus or subjective hearing loss de- 
velops, or if followup audiograms show significant loss 
of high frequency response, KANTREX therapy should 
be discontinued. However, therapy for 7 days or more 
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is seldom required because the clinical response to 
KANTREX Injection is so rapid. 


Why do you put so much emphasis on KANTREX’S 
“rapid action”? Every antibiotic ’'ve heard about is 
supposed to be “rapid acting.” 


A There is such an abundance of clinical evidence about 
“rapid acting” that it takes KANTREX Injection out 
of the “supposed-to” c _1,2,3,7,8, 9, 11, 15, 16, 19, 21, 22, 26, 29, 32, 33 
Remember, the effectiveness of KANTREXx Injection 
therapy can usually be appraised in 24 to 36 hours. 
That’s definite evidence of rapid action. In fact, one 
group of investigators reported that “the rapidity with 
which bacteria are killed by this agent is reflected by 
the promptness of the clinical response.”” 


) Does KANTREX Injection cause blood dyscrasias? 


A In extensive clinical and toxicity studies by numerous 
investigators, as well as almost two years of general use, 
not a single instance of such toxicity has been reported. 


) Can I administer KANTREX Injection in any other way 
than by the intramuscular route? 


A Yes. While it’s usually given intramuscularly, other 
routes are practicable: intravenous, intraperitoneal, by 
aerosol, and as an irrigating solution. Complete in- 
structions are included in the package insert. 


) So you think I ought to use KANTREX Injection as my 
first choice antibiotic in staph and gram-negative 
infections? 


A Yes — because all evidence to date indicates that it is 
bactericidal against a wide range of organisms...rapid 
acting ...does not encourage development of bacterial 
resistance...is well tolerated in specified dosage...and 
has not caused any blood dyscrasias. 
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for locai gastrointestinal therapy... 
not for systemic infections 


) Why can’t I use KANTREX Capsules for systemic medi- 
cation? 


A Because there is only negligible absorption of KANTREX 
from the gastrointestinal tract.*****:*4 Thus, capsules 
cannot provide effective blood levels. 


) Then what are KANTREX Capsules used for? 


A Preoperative bowel sterilization, and local treatment 
of intestinal infections due to kanamycin-sensitive 
organisms. 


( ) I’ve been using neomycin for preoperative bowel steri- 
lization. Why should I switch to KANTREX Capsules? 


A Because KANTREX has been rated as “superior to neo- 
mycin” for this purpose.*® It provides rapid and satis- 
factory control of coliforms, clostridia, staphylococci 
and streptococci; yeasts do not proliferate; stool con- 
centrations of the drug are exceptionally high; and 
nausea, vomiting or intestinal irritation have not been 
observed.” 


.) What advantages do KANTREX Capsules offer me in the 
treatment of intestinal infections? 


AA high degree of effectiveness against most of the 
pathogens responsible for such infections: Salmonella, 
Shigella, Staph. aureus, E. coli and Endamoeba his- 
tolytica. Moreover, their use has been “remarkably free 
of any side effects.”* 
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INJECTION KANAMYCIN SULFATE INJECTION 


INDICATIONS 

Infections due to kanamycin-sensitive organisms, particularly staph or “gram-negatives”’: 
genito-urinary infections; skin, soft tissue and post-surgical infections; respiratory tract infec- 
tions; septicemia and bacteremia; osteomyelitis and periostitis. 


DOSAGE: INTRAMUSCULAR ROUTE 

Recommended daily dose is 15 mg. per kg. of body weight, in 2 to 4 divided doses. 

For intramuscular administration, KANTREX Injection should be injected deeply into the upper 
_ outer quadrant of the gluteal muscle. 


TOXICITY 
When the recommended precautions are followed, the incidence of toxic reactions to KANTREX 
is low. In well hydrated codtesite under 45 years of age with normal kidney function, receiving 
a total dose of 20 Gm. or less of KANTREX, the risk of ototoxic reactions is negligible. 
In patients with renal disease and impaired renal function, the daily dose of KANTREX should 
be reduced in proportion to the degree of impairment to avoid aetanaielen of the drug in 
serum and tissues, thus minimizing the possibility of ototoxicity. In such patients, if therapy 
is expected to last 7 days or more, audiograms should be obtained prior to and during treat- 
ment. KANTREX therapy should be stopped if tinnitus or subjective hearing loss develops, or if 
audiograms show significant loss of high frequency response. 
OTHER ROUTES OF ADMINISTRATION : 
KANTREX should be used by intravenous infusion only when the intramuscular route is im- 
practicable. KANTREX can also be employed for intraperitoneal use, aerosol treatment, and as 
an irrigating solution. See package insert for directions. 
PRECAUTIONS 
Use of antibiotics may occasionally result in overgrowth of non-sensitive organisms. If super- 
infection appears during therapy, appropriate measures should be taken. 
SUPPLY 
Available in rubber-capped vials as a ready-to-use sterile aqueous solution in two concentra- 
tions (stable at room temperature indefinitely) : 

. KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in 2 ml. volume. 

KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in 3 ml. volume. 


CA P$ u LES (for local gastrointestinal therapy; not for systemic medication) 


INDICATIONS AND DOSAGE 
For preoperative bowel sterilization: 1.0 Gm. (2 capsules) every hour for 4 hours, followed by 
1.0 Gm. (2 capsules) every 6 hours for 36 to 72 hours. 


For intestinal infections: Adults: 3.0 to 4.0 Gm. (6 to 8 capsules) pe dey in divided doses for 


5 to 7 days. Infants and children: 50 mg. per kg. per day in 4 to 6 led doses for 5 to 7 days. 


PRECAUTION 

Preoperative use of KANTREX Capsules is contraindicated in the presence of intestinal obstruc- 
tion. Although only negligible amounts of KANTREX are aliansead through intact intestinal 
pos possibility of increased absorption from ulcerated or denuded areas should be 
conside 


SUPPLY 
KANTREX Capsules, 0.5 Gm. kanamycin (as sulfate), bottles of 20 and 100. 
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ere what 
you can expect 
when you prescribe 


Case Profile* 


A 28-year-old married woman, a secre- 
tary in a booking agency, complained of 
severe and consistent pain and cramps 
in the abdomen during her menstrual 
periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Trancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
home. Because her father is a physician, 
many commercial preparations had been 
tried prior to Trancopal, but no success 
had been achieved. 

Before taking Trancopal this patient 
missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 


for dysmenorrhea 


and premenstrual tension 
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THE FIRST TRUE ”TRANQUILAXANT ” 


for low back pain 


Case Profile’ 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day 
of the injury he was given Trancopal im- 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The- 
muscle spasm was completely controlled 
and no apparent side effects were noted. 
For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 
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THE FIRST TRUE “TRANQUILAXANT” 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


e In musculoskeletal disorders, effective in 91 per cent of patients.1 


e In anxiety and tension states, effective in 89 per cent of patients.! 
e Low incidence of side effects (2.3 per cent of patients). Blood 
pressure, pulse rate, respiration and digestive processes are 

unaffected by therapeutic dosage. It does not affect 
the hematopoietic system or liver and kidney function. 
e No gastric irritation. Can be taken before meals. 
e No clouding of consciousness, no euphoria or depression. 


Indications 1-6 


Musculoskeletal: Psychogenic: 

Low back pain Fibrositis Anxiety and tension 
(lumbago, etc.) Ankle sprain, tennis states 

Neck pain (torticollis) elbow Dysmenorrhea 

Bursitis Myositis Premenstrual tension 

Rheumatoid arthritis Postoperative muscle Asthma 

Osteoarthritis spasm Angina pectoris 

Dise syndrome Alcoholism 


Now available in two strengths: 


> Trancopal Caplets®, 
pe 100 mg. (peach colored, scored), bottles of 100. 


NEW Trancopal Caplets, 
STRENGTH tin) 200 mg. (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from four to six hours. 


e 
(| LABORATORIES 
New York 18, N. Y. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
national College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S..E.: Clinical 
evaluation of a new muscle relaxant (chlormethazanone), J. Indiana M. A. 52:1184, 
July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 
menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 1408M Printed in U.S.A. 


THE HOUSE-CALL ANTIBIOTIC 


= Reassuring wide range of action when culture and sensitivity tests are impractical 
= Effectiveness demonstrated by its use in more than 6,000,000 patients 
since introduction of original product (Signemycin®) 


Capsules Oral Suspension Pediatric Drops 


raspberry flavored, 2 oz. bottle, 125 mg. raspberry flavored, 10 cc. bottle (with calibrated 
per teaspoonful (5 cc.) dropper), 5 mg. per drop (100 mg. per cc.) 


Bibliography and professional information booklet 
on COSA-SIGNEMYCIN available on request. Science for the world’s well-being™ 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


125 mg., 250 mg. 
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RHODE ISLAND MEDICAL JOURNAL 


As the RHODE IsLAND MEDICAL JOURNAL completes its fortieth year of continuous 
publication it salutes the advertisers whose contributions to the pages of our Journals 
have made the book one of the finest state medical journals in the nation. 
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NEW...to control the pain and 


the pathogen in acute G. U. infection 


idine HCl-Sulfamethoxypyridazine Lederle 


COMPLEMENT FOR KYNEX 

Adds fast-acting analgesia of phenylazodiaminopyridine HCI. Relieves burning, urgency and pain-spasm. Eases 
voiding and retention of infected urine. 

... to unexcelled sulfa control of KYNEX. Lower dosage of just 42 Gm. daily... prolonged action without hazard 
of crystalluria... reduced toxic potential... not surpassed by any other sulfa drug, singly or in combination. 
Dosage: Two tablets q.i.d. first day; one tablet q.i.d. thereafter. Each tablet contains: 125 mg. KYNEX in the shell 


with 150 mg. phenylazodiaminopyridine HCI in the core. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QQ 


Phenylazodiamino py: 


“This should 
lift your spirits 
and make you 


feel better.” 


The menopausal patient in need of psychic support... the post- j 
partum patient suffering the “baby blues” ... the convalescent 


patient worried about her future health . . . these and many other 
patients will often benefit from the antidepressant, mood-lifting 
effect of 


D 1° Tablets + Elixir 
e x am y Spansule* brand of sustained release capsules 


brand of dextro amphetamine plus amobarbital 


When the depressed patient is particularly listless and lethargic, she 
will often benefit from the gentle stimulating effect of 


Dexedrine" Tablets - Elixir - Spansule" capsules 


brand of dextro amphetamine 


() Smith Kline & French Laboratories 
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